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— ZANKEL and CARRINGTON 


Lower Extremity Amputee Check List 
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Transplants — LOWMAN 
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IM THE HOSPITAL IN THE HOME EFFECTIVE 

MOIST HEAT 
EASILY APPLIED 
HYDROCOLLATOR 


Everyone agrees moist heat is most effec- 
tive in reducing spasm and pain. Now 
it can be easily and efficiently applied! 
Hydrocollator Steam Packs require no 
wringing, won't drip, are easy to pre- 
pare and handle. In use in leading hos- 
pitals and treatment centers. 


ACCEPTED BY THE COUNCIL 
(MOIST HEAT ON PHYSICAL MEDICINE 
WITH EACH ~ AND REHABILITATION (AMA) 

4 


WRITE FOR DESCRIPTIVE FOLDER 


CHATTANOOGA PHARMACAL 
COMPANY, INC. 
CHATTANOOGA 5, TENNESSEE 


DALLONS MEDI-SONAR 


Ultrasonic Equipment now 


TYPE APPROVED 


Federal Communications Commission F.C.C. No. U-107 


DALLONS LABORATORIES, INC. 


5066 Santa Monica Bivd., 
Los Angeles 29, Calif. 


NOrmandy 4-1951 


for technical data write or call... 
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MISS PHOEBE 


NO. SIN A SERIES 


“Come down, Miss Phoebe! E&J means Everest & Jennings, 
not Engineless Jet.” 


By comparison, light-weight E & J chairs 
do m effortless to maneuver. 
Patients enjoy the perfect balance and easy handling 
also the “finger-tip” folding that makes an 
E & J so easy to carry in car. You can 
recommend an E & J with confidence. 


EVEREST & JENNINGS, INC. 


1803 Pontius Avenue + Los Angeles 25, California 
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teca SP-5 for... 


muscle stimulation therapy 
ion transfer therapy 
muscle and nerve testing 


NEW IMPROVED 
CURRENTS FOR BOTH... 


tion of muscles with 


e effective stimula- 
tion of muscles with 
denervation present. 


model SP-5 low-volt generator 


® Separate currents for AC stimu- 
lation and DC therapy may be 
used simultaneously. 


® Modern electronic pulse circuits 
provide comfortable, efficient 
currents. 


& Milliammeters and voltmeter aid 
in diagnosis; also provide opera- 
tor with continuous index to 
treatment. 


® Wide range of automatic surges 
and rest period between surges 
. . continuously adjustable. 


pm Conservative design, durable con- 
struction provide maximum safety, 
long trouble-free service. 


Write for additional informatien on model SP-5. 


Teca Corporation manufactures a full line of low 
volt generators from small portable units to large 
console models. 


Send for pamphlet “Notes on Low Volt Therapy.” 


TECA CORPORATION 
80 MAIN ST. « WHITE PLAINS, WN. Y. 


e comfortable stimula- 


normal nerve supply. 


“PROBLEM” CASES 
call for 
LINDQUIST 
EQUIPMENT 


CHRONOSONIC ULTRASOUND — The original Amer- 
ican-made ultrasound generator, with wide range of 
intensity control. Ourput is accurately calibrated in actual 
acoustic watts. Large soundhead with 11% inch crystal 
instruments are supplied with Dosage Recommendation 
Chart, and specific technique instructions 

If you have hesitated to employ ultrasound because of 
uncertainty of safe dosage, the CHRONOSONIC 
instruments should appeal to you. Pulsed ultrasound 
energy provides the effectiveness of high momentary 
intensities at low thermai levels. 

CHRONOW AVE The A.M.A. approved stimulator for 
denervated and normally innervated muscles 


CHRONAXIMETER — For Chronaxy determinations 
strength-duration curves, and stimulation of denervated 
muscles. Impulses are variable from .01 milliseconds wo 


100. milliseconds 


DESERT-SUN LAMPS 12-inch and 18-inch reflectors 
Suspension and stand models. NO HOT SPOTS 


SHORT WAVE DIATHERMY F.C.C. approved con- 
sole and light-weight portable models at reasonable prices 


Call or write for reprints. 


R. J. LINDQUIST CO. 


2419 W. Oth Se. Los Angeles 6, Calif. 
DUnkirk 21268 
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Double Scale Meter — registers intensity (watts 
per square centimeter) and total output. 


Coupling Signal — audible signal tells operator 


when contact is inadequate. 


Single Continuous Power Control — no tuning 
required, 


Preset Switch — intensity output can be preset 
by using push button switch and power control. 


Automatic Timer Switch — 0-15 minutes. 


Write for comprebensive literature 
or see your Burdick dealer. 


F.C.C. Approval No. U-101 
Approved by Underwriters’ Loboretories, Inc. 


THE BURDICK CORPORATION | 
MILTON, WISCONSIN 
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ENGINEERED 
for efficient, 
economical service 


Combination ARM, LEG 
AND HIP TANK, Model 
Hm 601 . Stationary, 
stainless steel unit for hy- 
dromassage and subaqua 
therapy. Water mixing 
valve is thermostatically 
controlled. 


LITERATURE ON REQUEST 


Combination THERAPEUTIC 
TANK AND POOL, Model HM 


Hudgins MOBILE SITZ 
BATH, Model $8 100. . 


miary exercise with hydro For hospital, clinic or of- 


unto 

and manual massage, while fice use sturdy stoin- 

avoiding the necessity of at- less steel cnd aluminum 

tendant entering the water easy to deon and 
assemble Electric heater 
‘eptronal) maimtains tem- 


ELECTRIC perature of solution. 
CORPORATION 
50 MILL ROAD, FREEPORT, 


YOUR 
TREATMENT TABLE 
IS INDISPENSABLE 


Does it meet your needs? 


TERRY TABLE 


ADJUSTS 


_ TO YOUR HEIGHT 
AND YOUR TECHNICS 


Give Number One Priority To Selecting 
Your Number One Piece Of Equipment 


1706 Geddes Ave., 


PHYSICAL THERAPY EQUIPMENT INC. ANN ARBOR, MICHIGAN 
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Wectrical Muscle Stimulation 


? IS . . . an artificial stimulus used to cause a mus- 
cular contraction which may promote de- 
congestion and healing. 


“A 
ADJUNCT THERAPY IN 

Strains « Dislocations « Muscular Atrophy « Sprains 
Conditions requiring Muscle Re-education 


Just send in the coupon today for your Paust Electronic Stimulator. Use 
for 30 days without cost or obligation. If you are not entirely satisfied, 
return complete express prepaid to us. 


PRICE $295 


USED IN 
OFFICE 
CLINIC 
HOSPITAL 
PATIENT'S HOME 


PAUL J. MANDABACH, INC., 6604 Newgard Ave., Chicago, Ill. 
Exclusive Paust Distributor 


[] Please send me Paust Electronic Stimulator Model 50-C, Price $295, 
express, on 30 days free trial offer. 


‘a Have your representative come in to see me about —___ (date). 


[] Send me, without cost or obligation, literature on Electrical Muscle 
Stimulation. 


NAME_ 


ADDRESS____ 
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Assistant Editors: 


Membership in Se American Physical Taweny . 
sociation is $20 ear, includin ma, © subscription 
to THE PHYSICAL THERAPY REVIE 
for nonmembers to THE PHYSICAL THERAPY RE- 
VIEW, $6.00 a year; $6.75 in Canade a foreign 
countries. Single copies 75 cents. (50 cents to mem- 
bers.) Reentered on second class matter August 1), 
1949, at the post office at New York, N. Y., under the 
act of August 24, 1912 


The statements in the manuscripts published in 
THE PHYSICAL THERAPY REVIEW are made solely 
on the responsibility of the author. The American 
Physical Therapy Association does not assume any 
responsibility for statements contained therein. Manu- 
scripts accepted for publication in THE PHYSICA] 
THERAPY REVIEW are for exclusive publication and 
may not be published elsewhere without permission. 
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MEDCO COMBINES BOTH 
SIMPLICITY AND UTILITY 
IN THE 


WITH 


RECIPROCAL STIMULATION 


An adjunct therapy for sproins, strains, dis- 
locations, other trauma of the muscle and 
skeletal system. The MEDCOLATOR Model K 
combines the Simplicity of Model 50 with 
the Utility of Model 50B. 


WRITE 

For Your FREE 
Pad Placement 
COLOR CHART 
For Wall Hanging 


MEDCO PRODUCTS CO. 


3603 East Admiral Place @ Tulsa, Oklahoma 


SIMPLICITY 
MODEL 50-1949 


" 
We 


« 


uTiLiTy > 
MODEL 508-1952 


295" 


Medco Products Co. 
Mail Address: Box 3275-P 
3603 E. Admiral Pl. + Tulsa, Oklahoma 


(] Please send Pad Placement Color Chart. 


(_} Please send MEDCOLATOR Model K with Recipro- 
cal Stimulation for 30 day FREE trial. 


[{_] Please send descriptive literature on MEDCOLATOR 
Model K. 


NAME 


ADDRESS 


Serving the Profession Since 1932 
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THE PORTABLE METHOD 
FOR INVALID LIFTING 


@ ECONOMICAL 


The basic Ambulift unit as shown for auto use 
costs only $90. 

The complete triple purpose Ambulift unit for 
auto use, bed use and bath use costs only $200. 
All prices quoted are F.O.B. Los Angeles. 


@ LIGHTWEIGHT 


The basic Ambulift unit weighs a total of 15 
pounds. 


@ EASE OF OPERATION 


Because of the simple construction and self- 
contained hydraulic actuator, Ambulift is eas- 
ily operated by a child. 


Ambulift is designed to fit any automobile without costly 
modification. The basic unit is easily stored with the wheel 
chair and is therefore ready for use at both ends of the trip. 
No modification is necessary when the unit is to be used in 
the bath. Ambulift is purchased by both V. A. Hospitals and 
March of Dimes 

Write for the loan of our demonstration film. It is available 
in both 8MM or 16MM. 


WHITE ENGINEERING 
AND MANUFACTURING CO. 


“BOK 367 REDONDO BEACH, CALIFORNIA 


Georgia Warm Springs Foundation 


GRADUATE COURSE 
Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 

This course is open to graduates of approved schcols 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Asso- 
ciation 

ENTRANCE DATES: First Monday in January, April 
and October 

COURSE !—Emphasis on care of convalescent 
neuro-muscular disease with intensive training in 
functional anatomy, muscle testing, muscle reeduca 
tion and use of supportive and assistive apparatus 
This course is complete in itself 

COURSE Il--Three months duration with Course I 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re 
sumption of functional activity and use of adaptive 
apparctus 

IN-SERVICE TRAINING PROGRAM—Fifteen months 
duration at salary of $225 per month plus full main 
tenance, This program includes training in Course 
I and I 

TUITION: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance 
for Courses I and II, contact National Foundation for 
Infantile Paralysis, Inc., 120 Broadway, New York 5, 
New York. (Scholarships require two years of ex- 
perience. ) 

For turther information contact: 


Robert L. Bennett, M.D., Medical Director 


Georgia Warm Springs Foundation 
Warm Springs, Georgia 


Take Your Recruitment Story 


into the living rooms of 
millions of Americans 


through 


television showings of our 


APTA sound film 
“Within Your Hands” 


You can effectively present the advantages 
of the physical therapy career to thousands 
of parents and students at each showing. 


Do your share to insure nation-wide showings 
of our TV film this Spring 


A copy of the 14%-minute TV version can be ob- 
tained from your National Office for a preview or 
for a definitely scheduled showing without 
charge. 


Every APTA Member Can Help! 


Ask your Recruitment Chairman for suggestions 
or write us for information on your area's TV 
stations and their coverage. Contact your stations 

schedule showings we'll supply films. 


And don’t forget that radio is an efficient medium 
for your recruitment material. Plan interviews, 
spot announcements, panel discussions and quiz 
and audience participation programs. If you need 
suggestions write your National Office. 
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Model J.300 


Doubles usage... 
PATENT 
alves the cost 3 


~ 


Effective: Its 44 h.p. motor puts 


out forty-five gallons of churning, aer 
4 ated water per minute! Force and direc 
Versatile and economical one unit serves all tion of flow quic kly. easily adjustable 
therapy tanks or bathtubs 
to patients’ specific needs. No main 
tenance or extra plumbing required 
Compact. Weighs only 25 Ibs. 


Proven: Developed and tested 
through seven years of research un 
der supervision of physicians 
Safe: Accepted and fully approved 
for professional use by Underwriters 
Laboratories 


idaptable. Can be placed in tank wherever needed 
for most beneficial effect. No clamps or bolting nec 
essary 


JACUZZI Bros. inc. 


Hydrotherapy Division Write for illustrated bulletin 


1450 San Pablo Avenue ¢ Berkeley 2 + California giving full details. 
Made by the originators of the injector-type water system 


SEE IT IN ACTION at the St. Louis Convention 
BOOTH 37—JUNE 20-24 
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Publications and Reprints 


RECRUITMENT 


Physical Therapy —A Service and a Career, 1953 
An illustrated brochure with information for pros- 
pective students about physical therapy, the course 


of study, ond opportunities for a career. 


Schools of Physical Therapy A list of schools approved 
by the Council on Medical Education and Hospitals 
of the American Medical Association. 


Job of the Physical Therapist A complete description 
of what the physical therapist does, where he works, 
how he functions in the professional field, and worker 
characteristics 


Sources of Financial Assistance for Physical Therapy 
Students 1955. 


ORGANIZATION 


Code of Ethics of the American Physical Therapy Asso 
ciation. 


Personnel Policies for Physical Therapists. 


Use of Nonprofessional Personnel An illustrated 
pamphlet to assist the physical therapist to determine 
the need for nonprofessional personnel and to give 
guidance on inservice training and utilization. 

Physical Therapy 


Approved Schools and Courses of 


1928-1954 
Essentials of a Hospital Department — Physical Therapy 
(To members 25¢). 
Whitcomb. 


A Bibliography on Supervision (15¢) 


SCIENTIFIC REPRINTS 


Home Care Ine*ructions — Olmsted (15¢) 


Handicapped Children 
(10¢) 


Active Games for Physically 
Gump and Yuen-Hung Mei 


With Emphasis on the Role of 
Flanagan, Heneage and Ashe 
(15¢) 


Education for Childbirth 
the Physical Therapist 


Physical Therapy in the Early Care of Cold Injuries 
Sacksteder (10¢) 


Rehabilitation Center 
(10¢) 


Administration of a Community 


Furscott 


Evaluation of Strength and Motor Development in In- 
fants — Zausmer (20¢) 


Physiology of the Heart and Circulation and Its Clini- 
cal Application in Physical Medicine—a_ bound 
edition of papers by nine authors with an introduction 
by Harry D. Bouman, M.D., Coordinator. (50¢) 


Physical 
Amputee 


Extremity 
(10¢) 


Therapy Program for the Upper 


Jampol 


Reading References for Electrical Diagnosis and Elec- 
trical Stimulation (10¢) 
(15¢) 


Physical Therapy in a Small Hospital — Stamm 


VISUAL AIDS 


The following visual aids are available on loan to 
members and chapters upon request. They should be 
requested one month in advance of the date to be shown 
and return shipping costs must be paid by the borrower. 


Recruitment 


Within Your Hands — Black and white 17% minute 
sound picture depicting the education and opportuni- 


Each 


chapter (and district) also has a copy of this film. A 


ties for the profession of physical therapy. 


special 1444 minute version for telecasting is avail- 
able from the National Office. 


Physical Therapy, A Career of Science and Service —A 
color filmstrip to interpret physical therapy to high 
school students and lay groups. Each chapter (and 

district) has a copy of this and additional copies may 

be purchased from the National Office at $4.50 per 


print. 


Professional 
Slides 


Underwater Exercise — A set of 26 Kodachrome slides 


made at the Orthopaedic Hospital in Los Angeles de 
scribing equipment and technics of underwater exercise. 


Special Issues of the Review 


Polio Issue (July 1951) 
Polio Issue (July 1952) 


Polio Issue (July 1953) 50¢ (10 to 


more, 25¢) 


50, 35¢; 


Cerebral Palsy Issue (February 1952) 


Functional Issue (November 1949) 


Abstracts Reprinted 


“Haltung,” an Abstract from Body Posture by Magnus, 
and “Head Posture and Muscle Tone,” Clinical Observa- 
tions by A. Simons, abstracted by Signe Brunnstrom, 
have been reprinted in one pamphlet. 


Reprints can be ordered from the American Physical 
Iherapy Association, 1790 Broadway, New York 19, New 
York. The cost of the pamphlet containing both ab- 
stracts is $1.00. 


All requests should be addressed to 
American Physical Therapy Association 


1790 Broadway, New York 19, New York 
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REHABILITATION: Walking Parallel Bars 
and Exercise Staircases of various designs; 
Posture Mirrors, single and triple; Gymnasium 
Mats in various thicknesses and coverings; 
Bicycle Exercisers; Restorator; Progressive 
Resistance Exercise Units; Quadriceps-Gas- 
trocnemius-Footdrop Boots; Dumbbells; Indian 
Clubs; Wall Pulleys; Door Pulley Assemblies; 
Guthrie-Smith Suspension Apparatus; Stal! 
Bars; Shoulder Wheels with height adjust- 
ment; Manuflex; Kanavel Table; Sayre’s Head- 
slings; Ankle Exercisers; Treatment Tables; 
Timers. 

HYDROTHERAPY -ELECTROTHERAPY: 
Whirlpools for every use; Hubbard Tanks; 
Paraffin Baths; Hydrocollator; Shortwave Dia- 
thermy; Galvanic-faradic-sinusoidal Genera- 
tors; Ultraviolet Lamps; Infra-red Lamps and 
Bakers; Ultrasonic Generators. 
DIAGNOSTIC APPARATUS: Chronaximeters; 
Dynamometers; Goniometers; Oscillometers; 
Thermocouples and Skin Thermometers. 


ALL your needs supplied 
by ONE reliable source 


FOR PHYSICAL MEDICINE 
ND REHABILITATION 


INVALID EQUIPMENT: Everest & Jennings 
Wheelchairs; Hollywood Wheelchairs; Com- 
modes; Walkers; Patient Lifters; Standing 
(Tilt) Tawles; Stretchers; Large selection of 
Crutches and Canes. 


COMPLETE LINE OF CEREBRAL PALSY 


FURNITURE AND EQUIPMENT—SPEECH 
THERAPY—SELF-HELP DEVICES. 


Just off the Press 
New Illustrated Catalog 
No. 1056 


Write For Your Free Copy 


J. A. PRESTON CORP. 


‘175 FIFTH AVENUE, NEW YORK 10, N. Y. 


Preparation for Childbirth 
with Instructor’s Manual 


by 


MABEL L. FirZHUGH, R.P.T., 
CLAIRE Z. TEARSE, R.P.T., and 
ARENSA J. WILSNACK, P.HLN. 


A brief yet comprehensive program of train- 
ing for normal childbirth, including rapid 
relaxation of the diaphragm and the body 
mechanics of pregnancy, labor and the post 


partal period. 
One Dollar 


Order from MABEL L. FITZHUGH 
185 South 12th Street 
San Jose 12, California 


MOISTAIRE 


The Original Heat Therapy Unit 


UNEXCELLED 


for the delivery of moist heat at 
the exact prescribed temperature. 


COMFORT © SAFETY © DURABILITY 
MOISTAIRE accepted and approved since 


1944 by the Council on Physical “edicine 
and Rehabilitation (AMA) and Underwriters’ 
Laboratories 


For Ulustrated information write, wire or call: 


She RIES 


515 SOUTH AIKEN AVE., PITTSBURGH 32, PA. 
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Tue PuysicaL THerapy Review 


Vol. 35, No. 6 


Special Notice to Members 


Short Term Courses 
Children’s Hospital 


Name of Course 
Early Convalescent Care of Poliomyelitis 


Sponsor of Course 
Children’s Medical Center, 300 Longwood 
Ave., Boston, Mass. 


Dates of Course 
July 19, 1955 to August 13, 1955 
(Note: it is possible to extend course to three 
or six months on an individual basis) 


Course Content 

Essentials of care in the early convalescent 
stage; handling of epidemic problems; in- 
struction practice in the technics of 
muscle testing and reeducation; the prevention 
of deformities; underwater therapy; and the 
treatment of patients with respiratory in- 
volvement. 


Tuition—$75.00 
Required field trips 
(estimate) 

Living quarters not provided at facility— 
Medical Center will be glad to advise students 
regarding nearby available housing. 


Scholarships 
Contact Division of Professional Education, 
The National Foundation for Infantile 
Paralysis 
120 Broadway 


New York 5, New York 


Eligibility 
Applicants must be members of the American 
Physical Therapy Association, or the ARPT. 
Graduates of certain foreign schools will be 
considered on tiudividual evaluation. 


$5.00 — $10.00 


Further details and application for admission 
may be obtained from: 

Miss Shirley Cogland, Director of Physical 
Therapy; The Children’s Hospital, 300 Long- 
wood Avenue, Boston 15, Massachusetts. 


University of Southern California 


Announcement has been received of the fol- 
lowing courses to be offered at the University 
of Southern California. Eligibility requirement 
is graduation from an approved school of physi 
cal therapy. Tuition is $20.00 per semester unit. 
Application should be made to: 


Miss Charlotte W. Anderson, Chairman 
Department of Physical Therapy 

The University of Southern California 
Los Angeles 7, California 


Advanced Dissection Anatomy for Therapists 


Dates of Course 
June 20 to July 30, 1955 


Hours of Course 
8:30 a.m. to 12:00 daily 


Instructor 
Mrs. Roxie Morris 


Neurophysiology in the Treatment of Neuro- 


muscular Dysfunction 


Understanding and use of reflex mechanisms and 
sensory stimuli in facilitation of physiologic response. 
Lecture and Laboratory. (3 credit units.) 


Dates of Course 

June 27, 1955 through July 15, 1955 
Hours of Course 

9:00 a.m. to 3:30 p.m. daily 
Instructor 

Margaret S. Rood 


University of Pennsylvania 


Name of Course 


Principles of Rehabilitation 
Rehabilitation Practice 


Orientation in 


Sponsor of Course 
University of Pennsylvania 

Dates of Courses 
June 13, 1955 
July 18, 1955 


June 17, 1955 

July 22, 1955 

Tuition 
No tuition fee—cost of courses has been spon- 
sored by a grant from the Office of Vocational 


Rehabilitation, Department of Health, Educa- 
tion and Welfare. 


Traineeship Stipends 


Stipends in amounts of $50.00 to $100.00 may 
be provided by the Office of Vocational Re- 
habilitation for eligible persons attending these 
courses. Requests for further information and 
inquiries concerning Trainee Stipends should 
be addressed to: 


Rehabilitation Center 
Hospital of the University of Pennsylvania 
Philadelphia 4, Pennsylvania 


Other Short Term Courses are listed on page 340 of 
this issue. 


SEE YOU IN ST. LOUIS, BOOTH 32 
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in diathermia 
and low volt 
equipment 


Model 1500 (the FISCHERTHERM) — a fully 
portable modern diathermy unit designed and 
manufactured by R. A. FISCHER & CO., 

leading producer of fine electro-therapy equipment. 
The portable FISCHERTHERM is approved by 

the Federal Communications Commission and 
others. The 1500 shares with companion units in 
the FISCHER line the contemporary FISCHER 
cabinet stylings. FISCHERTHERMS may be purchased 
with a finish of gray DuPont nylon material —a 
covering that will harmonize with any color 
scheme, and is long-lasting. FISCHERTHERM 
supplies more than ample power for heaviest 
therapeutic demands. Price $450.00 FOB Glendale, 
California. Please write for details. 


Engineered to meet every requirement of 

Pulsed Sinusoidal and Galvanic Currents, the 
POLYDYNE Model 2300 by R. A. FISCHER delivers 
26 various currents and combinations of currents. 
In addition to Galvanic and Sinusoidal the 
POLYDYNE supplies Pulsed Current at a frequency 
(positive peaks) of about 200 microseconds 
duration. Plainly marked controls enable the doctor 
to easily set the unit for any desired current 

Like other FISCHER units, the 2300 is available 

in modernly designed all-metal cabinets 

finished in a variety of eye-appealing colors 

The FOB price in Glendale, California, is $427.50 

— the answer to your request for full details 

will be expedited by our staff. 


R.A. FISCHER & CO. 
Manufacturers of Electro-Therapy Equipment 
525 Commercial Street, Dept. B + Glendale 3, Calif 


FISCHER: 


New Models, Portable and Console Ultra Sound, Now Have 
FCC Approval. Both Provide Continuous Impulse 
and Surge Ultra Sound. 


FCC NUMBERS U-108 and U-109 


i these units are the | criterion j 
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“POSTMAN’S HOLIDAY” 


Just returned from a few weeks’ vacation in 
Mexico. My wife outfiched me at Acapulco, a 


very beautiful spot. 


For those interested in amateur photography, 
all of Mexico, its country, its amazing modern 
buildings, its cathedrals, is a photographer's 


paradise. 


The University of Mexico and its physical 
aspects is «a perfectly amazing and beautiful 
place. Spent most of one day with the Professor 


of Physical Medicine at the University. 


Another half day was spent at the Childrens 
Hospital in Mexico City visiting every depart- 
ment in the hospital and particularly the De- 
partment of Physical Medicine. 


Here, one could well imagine himself in most 
any good Physical Therapy Department of any 
hospital in our country. There was the same 
sincerity of purpose among the many Therapists, 
the same untiring efforts, the same grateful 


patients being treated in much the same manner. 


A new book on Ultrasonics in Medicine by 
Mario Nava, M.D., Mexico City, has been pub- 
lished. We hope to have an English translation 
of it probably by fall and perhaps we can pub- 
lish it so inexpensively that by selling it without 
profit it can be a valuable book on each Thera- 
pist’s shelf. 


There are, roughly, 10,000 Physicians now 
Did 


you know that Birtcher Transducers are equipped 


using Birtcher-built Ultrasonic equipment. 


to have (when needed) an especial Pistol Grip 


Water Reflector Set, not 
available on other Ultrasonic devices? Did you 
know that most (22) of the Approved Schools of 
Physical 


Birtcher Megason Ultrasonic Unit for teaching 


Holder, an Under 


Therapy are now employing — the 
student Therapists? 

Are you acquainted with other items in the 
Birtcher line such as the Low- 


Voltage Muscle Hy- 


frecator for electrodesiccation-coagulation; three 


Myosynchron 
Stimulator: the famous 
major electrosurgical units for heavy hospital 
duty or more modest work in the physician's 
office; the famous Vibrabath for Hydrotherapy 
in the ordinary bathtub or the Hubbard Tank, 
or the sitz bath, chosen by many in preference 
to the standard whirlpool; the famous Spot 
Quartz Ultra Violet Lamp for intense Ultra 
Violet to small localized areas or, when equipped 
with a Woods Filter, for diagnostic purposes; 
and, of course, a full line of approved Short- 
Wave Diathermy equipment. Detailed informa- 
tion will be sent you on any of these devices 


upon your request. 


Are you going to the Hotel Jefferson, St. 
Louis, come June 20 for your annual meeting? 
I can't make it personally 
but our representatives 
will be there to both serve 
and 


you perhaps assist 


you to a gayer time as 


usual. 


Cordially, 


PRESIDENT 


WORLD'S LARGEST VOLUME PRODUCER OF ELECTRO-MEDICAL-SURGICAL DEVICES 
(4371 Valley Boulevard, Los Angeles 32, California 
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A Schedule of Charges for 
Physical Therapy Services* 


Arthur A. Rodriquez, M.D., and Alfred Rodriquez, C.P.A. 


The best advice one can give to physical ther- 
apists and hospital administrators about physical 
therapy charges is to remember the admonition 
of W. Morris—“Not how cheap, but how good.” 
Once the services have been set up to provide 
the most effective therapy possible, then an ac- 
counting should be made to determine necessary 
fees. 

In a hospital or institution which operates on 
a “not for profit” basis, the purpose of the fee is 
to compensate the hospital for the cost of pro- 
viding the service and to permit it to continue 
giving physical therapy—keeping up with mod- 
ern advances and changes in the field. 

It should be obvious at the very outset then, 
that any discussion purporting to take into ac- 
count all the elements of cost must also touch 
upon departmental organization. That is, if it 
is desired to establish charges on a scientific basis 
and not on the basis of the philosophy that “the 
worth of the thing is what it will bring.” This 
latter idea will bring the field into disrepute 
eventually and will reflect unfavorably on the 
entire medical profession. (It is indeed, this 
philosophy which accounts for some of the dis- 


Arthur A. Rodriquez, M.D., Clinical Associate Professor 
of Physical Medicine and Rehabilitation at the Stritch 
School of Medicine of Loyola University, Chicago; Alfred 
Rodriquez, Certified Public Accountant, Chicago 

* Presented at the Institute of Physical Therapists, spon- 
sored by the American Hospital Association and the Ame: - 
ican Physical Therapy Association, Chicago, November 
1954. Published simultaneously in the June issue of Hos- 
pitals, the official publication of the American Hospital 
Association 


agreeable and unfriendly sentiments being di- 
rected at us even now.) Charges can be defended 
if they are based upon a careful consideration of 
all the elements of cost. At the same time, they 
will assure the institution a just compensation for 
its services to the patient. 

\ department having adequate physiatric su- 
pervision, employing registered physical thera- 
pists, and using good exercise, hydrotherapeutic, 
and electrotherapeutic equipment will be more 
costly than one which does not have these things. 
But quality and effectiveness of the service should 
more than compensate for the differences in cost. 

It is the purpose of this paper to present some 
of the principles of cost estimation, review some 
of the prevailing schedules of charges, and to 
suggest some formulae which may aid in estab. 
lishing charges in any situation. 


Metnop or DererMIninc Costs or TREATMENT 


The cost of treatment depends upon the direct 
labor required, the overhead for the time the 
patient occupies a booth or space in the depart. 
ment, and the cost of equipment used. 

The direct labor is the time a physical therapist 
actually spends on the treatment of a patient. 
The cost of direct labor is computed by multi- 
plying the average productive hourly rate by the 
amount of time consumed in the treatment by the 
physical therapist. 
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The average productive hourly rate is obtained 
by dividing the average total monthly salary of 
the physical therapists by the monthly productive 
hours. The monthly productive hours are assumed 
to be 70 to BO per cent of the total hours for 
which they are paid. This assumption is justified 
on the basis of vacation with pay and sick leave 
with pay, unexpected cancellations of treatment, 
and other unforeseen factors, which reduce the 
normal work efficiency of the physical therapist. 
For example, in giving a diathermy treatment, 
the actual labor time involved, as noted by a 
time study, was 2.44 minutes or 0.041 hours. 
Multiplying 0.041 by an average productive 
hourly rate of, for example, $2.86 would give us 
a labor cost of $0.117 for this relatively simple 
operation, 

Overhead expense is made up of cost of janitor 
service, linens, telephone, bookkeeping, rent, 
power, light, and all other expenses of operating 
the clinie with the exception of direct labor and 
also with the exception of depreciation, mainte- 
nance and repair of equipment. In order to deter 
mine the hourly overhead rate one must first 
compute the total number of patient hours which 
will have to absorb this overhead. If a depart- 
ment, for example, has an average patient load 
of four patients per hour, assuming an eight-hour 
work day and five and one-half days per week, 
we would have 762.6 patient hours per month 
which will have to absorb the overhead expense. 
The monthly overhead expense is divided by 
patient hours per month in order to obtain an 
average hourly overhead rate. This rate is mul- 
tiplied by the time that a patient spends in the 
clinie to give us our overhead expense for a par- 
ticular treatment. 

Allocation of the overhead on the basis of pa- 
tient’s occupancy of space and time is imperative 
inasmuch as a significant portion of the patient's 
time in the department requires no direct labor. 
Even though the patient may not receive the 
direct ministrations of the physical therapist for 
a given period of time he actually utilizes all the 
other facilities of the particular space and time 
whien he occupies. It would be ridiculous to 
charge for a thermotherapeutic application on the 
basis of direct labor alone. Such patients take 
space, bookkeeping, linens, telephone, insurance, 
power and light, and practically everything else 
necessary to provide the indicated service. 

Equipment expense is made up of a relative 
portion of furniture in the physical therapy de- 
partment’s reception room, the leasehold im- 
provements, the cost of the booth installations, 
tables and lamps, and the equipment used in 
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the treatment. In computing this cost one must 
assign an average life to each article and amor- 
tize the cost over this period. Maintenance and 
repair costs plus 100 per cent of the amortized 
cost and maintenance and repair allowance are 
added. Equipment expense per year is then 
divided by the normally anticipated or actual 
hours used to give us an hourly equipment cost. 
An equipment cost for a particular treatment 
may then be computed by multiplying the ac- 
tual time the equipment is used by the hourly 
equipment cost. One may then arrive at an 
average figure for equipment per patient in 
an effort to spread this cost evenly over all pa- 
tients, or else one may apply this equipment 
cost to each patient in accordance with the cost 
of the equipment actually used. Actually a com- 
promise between these two approaches is in 
order, applying the principle of putting a floor 
underneath and a lid on top of the charges in 
order to make necessary treatment financially 
available to the greatest number of patients. 

Through the application of these principles 
we can estimate the actual cost of a prescribed 
treatment as follows: 

Prescription 

Hip and leg whirlpool, 30 minutes at 103°F. 
Stroking and kneading massage (firm)—15 min- 
utes to low back, right hip and thigh. Exercise 


with gentle stretching to tensor fascia lata, and 
gluteus medius. 


A time study * of this prescription revealed the 
following time elements: 


Vin. Hrs. 

1. Patient prepares for treatment 241 0.040 
2. Patient positioned and removed from 

whirlpool 2.17 0.036 

3. Whirlpool 28.00 0.467 

1. Prepare patient for massage 0.92 0.015 

5. Massage 16.87 0.268 

6. Exercises 5.52 0.092 

7. Patient prepares to leave clinic 2.17 0.036 


58.06 0.954 


Items 2, 4, 5, and 6 involving direct labor add 
up to 0.411 hours. Items 2 and 3 involve the use 
of equipment totaling a duration of 0.503 hours. 

Finally, the total duration of the treatment 
amounts of 0.954 hours to which overhead costs 
must be applied. Accordingly the treatment cost 
may be computed as follows: 


Labor cost: 0.411 hours @ $2.70 $1.11 
Equipment cost: 0.503 hours @ 1.50 75 
Overhead cost: 0.954 hours @ 3.00 2.86 

Total Cost $4.72 


* See footnote page 298 
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Table 1 


Existinc Cuarces Listen Accorpinc To 


For Application of Single Modalities 


Infra-red 

Short Wave 

Arm Whirlpool 
Hip-Leg Whirlpool 

Hot Packs 

General Body Massage 
Paraffin Dips 
Ultraviolet 


Heat and Massage and Exercise 


To one part 
To two parts 


Hubbard Tank with Massage 


To one part 
To two parts 
To three parts 


Thus $4.72 provides us with a cost figure which 
allows no appreciable margin. In an institution 
other than one organized “not for profit,” ac- 
cepted accounting practices allow the addition 
of 100 per cent of the direct labor cost in arriv- 
ing at the proper value of this treatment. In our 
example this would mean adding $1.11 to give 
a total of $5.83 for this treatment. 


EXISTING SCHEDULES OF CHARGES 


In studying existing schedules of charges at 
several representative institutions it was noted 
that several systems were employed. These in- 
cluded charges for the treatment of certain con- 
ditions commonly seen in departments of physical 
medicine. For example, a charge is listed for the 
treatment of such conditions as hemiplegia, post 
fracture conditions, Bell’s palsy and _ sciatica. 
Most departments listed modalities or combina- 
tions of modalities and their charges. Others 
listed their charges entirely on the basis of the 
amount of time absorbed in the total treatment 
session. 

Of the institutions listing their charges on the 
basis of time alone 


E—Charged $10.00 per hour but listed a sepa- 
rate charge for all types of heat which 
was $2.50 for 30 minutes’ application. 
Charged $3.50 for the first % hour and 
$1.50 for each additional 15 minute 
period. 

Charged $3.00 per hour but admitted this 
was inadequate and that the institution 
was not self supporting. 


$5.00 
6.00 


Passive and Active Exercise 


D. 
$4.50 


$5.00 ~ 6.00 
6.00 
7.50 


Charged $10.00 per day—(giving various 
types of rehabilitation services in addition 
to physical therapy) 
Charged $12.00 per day giving both phys- 
ical therapy and occupational therapy as 
prescribed. 
Charged $4.00 per %& hour of treatment. 
Charged $6.00 to $8.00 per % hour of 
treatment. (This was from an institution 
catering to wealthier clientele) 
L—Charged $4.00 to $6.00 per “% hour of 
treatment, 


It is difficult to evaluate these charges inas- 
much as we do not have a specific idea of exactly 
what is done during the treatment session, what 
labor and equipment cost might be per treatment, 
and we do not know the overhead cost. This latter 
item may be unusually high in certain rehabilita- 
tion institutes where there is more administration, 
social service, vocational training, and thera- 
peutic services in addition to physical therapy. 
A flat rate charge regardless of what is done is an 
effort to spread this cost over all treatments. 

Only one department listed charges for treat- 
ment of specific conditions and these charges were 
essentially a composite of the combination of 
modalities otherwise listed separately. 

Some representative charges listed for modali- 
ties or combinations of modalities are shown on 
table I. 


DIscuSSION 


Any formula for determining costs must be 
used with discretion, It is not infallible and it 
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may require change with changing conditions. 
In general, overhead rates must be such as to 
absorb all overhead costs over the expected pa- 
tient load. When the patient load increases, the 
overhead rate per patient treatment decreases 
accordingly, and the cost of treatment would, of 
course, decrease proportionately. Therefore it is 
possible for different departments to make dif- 
ferent charges to a certain extent even though 
the treatment is essentially the same. The over- 
head rate is determined by an actual average 
patient load or an expected or forecasted average 
patient load, 

This brings us to the subject of some other 
important factors which influence charges. The 
first of these is prevailing rates. Regardless of 
all the intrinsic cost factors, no department wishes 
to be very far out of line in its charges. As a 
matter of fact. administrators determine 
their charges more on the basis of prevailing fees 
in the community than they do on actual cost 
factors. Another factor which tends to neutralize 
the pressure of prevailing community charges 
however is the fact that many patients may be 
classified as “captive clients” in a sense. This is 
true of hospitalized patients and it is somewhat 
true of short term acute outpatients. Long term 
patients such as those with cerebral palsy and 
chronic neurological disorders may be less likely 
to fall into this category. Most patients go to the 
department or center recommended to them by 
their physician and do not shop around. 

Regardless of prevailing rates or the “captive” 
qualities of the clientele the chief determinant 
should be cost. The chances are good that, in 
general, the existing schedules of charges are 
pretty close to their true values. Frequently they 
are below the actual value of the treatment, par- 
ticularly the more extensive sessions. The simple 
ministrations are very often priced higher and 
thus have a tendency to neutralize the costs of 
the more expensive treatments, 


most 


CONCLUSION 


Charges for physical therapy should be based 
upon its true value. The true value of treatment 
can be estimated scientifically by evaluation of 
the principal ingredients of therapy. These in- 
gredients consist of equipment, overhead and 
labor. Whether a reasonable margin is allowed 
over this in obtaining the final value of the 
treatment depends upon the type of organization 
providing the service. 


consultation this method of determining 
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These general principles should apply to all 
situations. The details of working out these 
principles may vary from clinic to clinic depend- 
ing upon the individual organization, type of 
physical layout, equipment and personnel. 


ADDENDUM 
ForMULA FOR DETERMINING VALUE 
oF TREATMENT 


A. Compute Hourly Equipment Cost 


1. Divide the initial cost of equipment by the 
estimated number of years of expected life. 
2. Add 10 per cent of initial cost for mainte- 
nance and repair. 
Add 6 per cent of initial cost for interest 
on investment. 
Assume the equipment will be used 20 
per cent of the potential hours of use. 
Divide the sum of the first three items by 
#4. This gives you the hourly equipment 
cost. 


Compute Hourly Labor Cost 


Add the total number of hours worked per 
month by all the therapists to determine 
monthly pay hours. 

Take 70 to 80 per cent of monthly pay 
hours to determine monthly productive 
hours. 

Divide monthly productive hours into your 
average monthly therapist's salary to deter- 
mine your average productive hourly rate. 
This is the hourly labor cost. 


Compute the Hourly Overhead Rate 


1. Take 45 per cent plus or minus of the 
maximum patients in treatment rooms per 
hour (depending on what you figure your 
space efficiency to be). This is your patients 
per space per hour. 

Apply 8 hours per day times 5 or 5' days 
per week (as the case may be) times 4.3 
weeks per month which will equal your 
patient space hours per month. 

Divide your average monthly overhead ex- 
pense by the patient space hours per month 
to determine your average hourly overhead 
rate. 


The rates obtained in this manner may then 
be applied to a particular treatment as in the 
example cited on page 296. 


After proper study and 


was suggested by Alfred Rodriquez, C.P.A. 
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Recovery of Muscle Function in Paraplegia 


Harry T. Zankel, M.D., and Leontine H. Carrington, B.A. 


In a previous report a discussion was given of 
the clinical phases of a Paraplegic Program 
Under Physical Medicine and Rehabilitation.* 
The present report deals with a study of Recovery 
of Muscle Function in Paraplegia. 

At the terminal date of this study (May 31, 
1954), a total of 129 paraplegic and quadriplegic 
patients had been treated or were being treated 
over a period of two years under this program. 
These patients were referred to Physical Therapy 
and other departments of the Physical Medicine 
and Rehabilitation Service as early as one week 
after injury to as late as 47 months after injury. 
Thirty-six different muscles or muscle groups of 
79 of these patients have been examined and 
analyzed for the degree of recovery of power over 
a variable period. The reasons for not including 
the remaining patients in this analysis are: (a) 
length of hospitalization time was too short; (b) 
too few muscle examinations were done; (c) pat- 
tients already rehabilitated were admitted for new 
complications; and (d) probable discrepancies in 
grading were observed. The grading was re- 
corded on a percentage basis so that the data 
could be noted and recorded in smaller degrees of 
changes than can be described by the Lovett 
system of muscle grading. Muscles are examined 
monthly for the first year after injury and every 
two months or more after the first year depending 
on the rate of recovery. 

The following muscles or muscle groups are 
checked in every routine manual muscle evalua- 
tion of paraplegia and quadriplegia patients: 
neck extensors and flexors; upper and lower 
trunk extensors; upper and lower trunk flexors; 
hip extensors; hip flexors and rotators; hip ad- 
ductors and abductors: knee extensors and 
flexors; ankle plantar flexors and dorsiflexors; 
toe flexors and extensors; shoulder 
flexors, abductors and adductors; shoulder rota- 
tors; the rhomboids, serratus anterior, upper, 
middle, and lower trapezius; elbow extensors and 


extensors, 


Harry T. Zankel, M.D., Chief, Physical Medicine Re- 
habilitation, Crile Veterans Administration Hospital; Leon- 
tine H. Carrington, Physical Therapy Supervisor, Para- 
plegia Section, Crile Veterans Administration Hospital, 
Cleveland, Ohio 

* Zankel, H. T.; Sutton, B. B.; and Burney, T. E.: A 
Paraplegic Program Under Physical Medicine and Reha- 
bilitation: One Year's Experience. Arch. Phys. Med. 35.296 
(May) 1954 


flexors; wrist extensors and flexors; supination 
and pronation; finger extension and flexion; and 
muscles of the thumb. 

The treatment of these patients is based upon 
a thorough program of neuromuscular reeduca- 
tion in physical therapy and occupational therapy. 
All muscles or muscle groups below 50 per cent 
are given reeducation in Physical Therapy, the 
being the shoulder girdle 
where the dividing line is 60 per cent rather than 
50 per cent. When ratings have been 
reached, the patient is referred to Corrective 
Therapy for the development of power through 
resistance, 

One therapist in Physical Therapy and one 
therapist in Occupational Therapy have 
assigned to work with these patients as much as 
it is possible to do so within the framework of a 
busy Physical Therapy and Occupational Therapy 
The holds true for 
Therapy. In this way there is developed more 
efficient cooperation and better correlation of 
activities between the departments as well as a 
better patient -therapist relationship thereby 
making for a greater rehabilitation result. 


exception muscles 


these 


been 


Section. same Corrective 


ANALYSIS OF STATISTICAL INFORMATION 


Table 1 shows distribution of power in the 
total number of muscles examined. Number of 
muscles or muscle groups examined was 5,688. 
Of these, 3,907 muscles or muscle groups showed 
some initial power; the number of muscles or 
muscle groups which had no power on initial 
examination and the number of 
muscles or muscle groups having questionable 
power was 226, 


was 1.555: 


Return of zero muscles or muscle groups (Table 2) 


Of the 1,555 originally zero muscles or muscle 
groups, 1,323 remained zero on final examina- 
tion; 139 improved to a reading of 5 to 15 per 
cent; 51 showed a final reading of 20 to 35 per 
cent; 25 showed 40 to 65 per cent; 15 developed 
to read 70 to 85 per cent; and 2 muscle groups 
that had been zero on initial examination were 
normal on discharge. 

The identification of these improved muscles or 
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TABLE 1 


Init1AL Power 


Muscles with 
Some Initial 
Power 


No. of Muscles 
Examined 


Muscles with 
Zero Initial 


Power 


Muscles with 
Questionable 
Power 


5,688 3,907 


muscle groups might be of interest (Table 2-A). 
From tuis table it can be seen that the muscles 
improving 5 to 15 per cent included: 21 hip 
extensors; 19 lower trunk flexors; 18 hip abduc- 
tors; 15 hip adductors; 15 hip flexors; 10 knee 
extensors; 7 knee flexors; 4 ankle dorsiflexors, 
4 wrist flexors and forearm pronators; and 
1 each—-shoulder extensors, shoulder adductors, 
middle trapezius, finger flexors, and opponens 
pollicis. 

The muscles improving 20 to 35 per cent in- 
cluded: 7 each——hip abductors, and hip adduc- 
tors; 6 each: —upper trunk flexors and pronators; 
4 elbow extensors; 3 each—lower trunk flexors, 
and toe flexors; 2 each—upper trunk extensors, 
hip flexors, shoulder adductors, wrist flexors, and 
finger extensors; | each—knee flexors, ankle 
plantar flexors, toe extensors, rhomboids, and 
finger flexors. 

The muscles improving 40 to 65 per cent in- 
cluded: 4 wrist extensurs; 3 finger extensors; 2 
sach—-hip flexors, hip adductors, ankle plantar 
flexors, shoulder adductors, and pronators; | 
each--hip extensors, hip abductors, hip ad- 
ductors, knee flexors, toe extensors, rhomboids, 
lower trapezius, and elbow extensors. 

The muscles improving 70 to 85 per cent in- 
cluded: 3 toe extensors; 2 each—knee extensors, 
ankle dorsiflexors, lower trapezius, and supina- 
tors; 1 each—serratus anterior, elbow flexion, 
finger extension, and opponens. 

The zero muscles which were normal on final 
examination were | plantar flexor, and 1 wrist 
extensor, 


226 


A comparison of number of muscles of designated 
power at initial and final examination (Table 3.) 


The muscles or muscle groups were examined 
from the standpoint of initial and terminal power 
of all muscle groups irrespective of individual 
variations. The total number of muscles or muscle 
groups with some initial power was 3,907. How- 
ever, the shift in power was significant. When 
comparing the number of muscles falling into a 
certain power group, initially and finally, the 
shift was towards a smaller number of muscles 
with weak power, and towards a larger number 
of muscles with greater power. For example, 125 
muscles showed a power of 5 per cent to 15 per 
cent on final examination as compared with 345 
on initial examination. Similarly, the muscles 
with 20 to 25 per cent power decreased from 266 
to 219; and those with 40 to 65 per cent de- 
creased from 447 to 235. On the other hand, the 
number of muscles with 70 to 85 per cent power 
increased from 314 to 356; those with 90 to 95 
per cent increased from 140 to 191; and those 
with 100 per cent power increased from 2,395 to 


2,781. 


Change in power 


(1) No change in power (Table 4). Of the 
5,462 muscle groups analyzed, most of the 
muscles or muscle groups examined (3,987 or 63 
per cent) showed the same power reading on 
initial and repeated examinations. Of these, 1,323 
remained zero; 91 remained 5 to 15 per cent; 
58 stayed at 20 to 35 per cent; 42 maintained 


TABLE 2 


Per Cent Rerurn or Initiacty Zero Muscres 


Improved to % 


No. of Zero 
Muscles 


Remained 
Zero 


5to 15 


20 to 35 40 to 65 70 to 80 


1,555 1,323 139 


25 15 


| — 
| 
| 90 to 100 
| 


TABLE 2-A 


Per Cent Return or Zero Muscries 


Muscles or Muscle Groups Remain zero 5to 15 20 to 35 401065 70085 Total 
Neck extensors 0 
Hip extensors 83 21 l 105 


Hip flexors 


Hip abductors 


Hip adductors 8 15 7 l 104 


Knee extensors 102 10 2 2 116 


Knee flexors 


Plantar flexors 


Dorsi flexors 


Toe flexors 133 l 


Toe extensors 


Shoulder extensors 


Shoulder flexors 


Shoulder adductors 


Shoulder abductors 0 


Shoulder internal rotators l l 


Shoulder external rotators 0 
Rhomboids l l 2 


Serratus anterior 


Upper trapezius 


Middle trapezius l I 2 
Lower trapezius 2 7 


Elbow extensors 17 7 t ! 29 


Elbow flexors 


Wrist extensors 


Wrist flexors 


Supinatien 


Pronation 12 3 6 2 23 
Finger flexors 38 | Ww) 
Opponens “4 


Tora 


] 
4 
84 5 2 2 103 
00 ; 116 Agi 
129 2 135 
— 135 3 140 
0 
2 2 2 7 
) 
0 
( 12 
- — 
24 2 29 
1,323 139 25 15 2 1.555 te? 
232 
301 


TABLE 3 


Comparison or Power AND 
TERMINAL EXAMINATION IN Muscries 


Vo. of Muscles 


+ Power Initial Terminal 


M45 125 


their 40 to 65 per cent rating; 46 held at 70 to 85 
per cent; 33 did not go beyond their original 90 
to 95 per cent; and 2,395 were tested at 100 per 
cent. All in the last group were given weight 
resistance exercise to promote mus ular hyper- 
trophy. However, it is felt that nothing would be 
added to this study by a discussion of this last 
group and the degree of hypertrophy obtained in 
them. 

(2) Muscles showing gain in power, Of the 
5,462 muscles or muscle groups examined, 1,474 
or 27 per cent showed a gain in original power. 
Table 5 classifies the number of muscles or 
muscle groups by the amount of gain in per cent. 
It is seen that 661 muscles gained 5 to 15 per 
cent: 480, 20 to 35 per cent; 269, 40 to 65 per 
cent; 52, 70 to 85 per cent; and 12, 90 to 100 
per cent. The last number includes 1 muscle 
group gaining from zero to 100 per cent, 3 from 
5 to 100 per cent, and & going from 10 per cent 
at initial examination to 100 per cent power 
before aischarge. 


Initial 
Power % 0 5-15 20-35 


No. of Muscles 
Without Change 
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Muscries Suowine No CHance in Power 
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OF APTER ADMISSION IN ‘HICH 
GAIN FIRST NOTED IW 1476 
MUSCLES OR 'USCLE GROUPS 


OF MUSCLES OR MUSCLE GROUPS 


NUMBER 


62? woitn t2 


NUMBER OF MONTHS 


Figure 1. 


Gain in power as compared with time jor gain 


The muscles showing gain in power (1,474) 
were analyzed from the standpoint of gain vs. 
time (Table 6). A total of 502 muscles showed 
a final gain one month after initial examination. 
In two months, 415 muscle groups accomplished 
their final gain; 143 in three months; 146 in 
four months; 103 in five months; 58 in six 
months; 46 in seven months; 27 in eight months; 
17 in nine months; 8 in ten months; 1 in eleven 
months; 4 in twelve months; and 4 in thirteen 
months. 


More simply indicated (in figure I) is the 
striking decrease in the total number of muscles 
showing their first noticeable gain within one 
month after admission to a very small number 
at the end of 13 months after admission. 

Table 7 shows the per cent gain of initially zero 
muscles from the time of injury and the number 
of months in which first gain was noted. Two 
hundred thirty-two initially zero muscles or 
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TABLE 5 


Muscies SHowinc IN Power 


Gain 
in % 


No. of Muscles 


muscle groups were analyzed from the standpoint 
of the time in months before first gain was ap- 
parent. As was to be expected, most of the muscles 
(151 or 65 per cent) showed their first gain in 9 
months or less. However, 57 or 25 per cent of 
the muscles or muscle groups showed their first 
gain in 10 to 18 months. Rather remarkable is 
the fact that 24 muscles or groups did not show a 
first gain until as early as 19 months and as late 
as 27 months. 


DISCUSSION 


Upon subtraction of 2,395 uninvolved muscles 
that read normal upon initial examination of 
paraplegic patients from a total of 3,907 muscles 


or muscle groups which had initial power, the re- 
sult is 1,512 muscles or muscle groups that were 
initially partially paralyzed. To these are added 
1.555 initially zero muscles. Of these 1,555 
initially zero muscles or muscle groups, 1,323 
or 85 per cent remained zero. This was to be 
expected because, as is well known, lesions of the 
central nervous system do not regenerate. What, 
perhaps, was less to be expected is that 232 or 
15 per cent of the zero muscles or muscle groups 
upon initial examination did show a definite im- 
provement, 42 of these reading 40 per cent or 
better on final examination. A similiar improve- 
ment was noted also in the 1.512 involved muscles 
or muscle groups that showed some power upon 
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initial examination. 


Combining the improved 
zero muscles and those involved muscles that had 
some initial power, 1,474, or about 27 per cent 
of the muscles or muscle groups, show a gain in 
power by as little as 5 to 15 per cent, and by as 
much as 90 to 100 per cent, as seen in table 5. 
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The possibility of recovery of muscle function 
in paraplegia is a factor with which one must 
reckon in considering the potential rehabilitation 
of these patients. True, it may not be very im- 
portant for a 5 per cent ankle dorsiflexor to 
improve to 10 per cent or 15 per cent, but in 
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quadriplegic patients even such slight improve- 
ment in the upper extremity may make a great 
deal of difference as regards the degree of care 
the patient requires and the extent of his func- 
tional ability. Of the 29 quadriplegic patients 
included in this study, only 3 have required total 
care. Four are capable of performing all ac- 
tivities of daily living in various degrees, with 
or without the use of functional aids; 12 have 
the ability to feed themselves, perform simple 
toilet activities, and manipulate their wheel chairs 
over level surfaces in addition to aid in changing 
positions in bed and in transferring from the bed 
or treatment table to wheel chair. The ten re- 
maining patients are adept at feeding themselves 
with functional aids, and 6 of these are able to 
manipulate their wheel chairs over hard, level 
surfaces. 

To what can this recovery of muscle function 
be attributed? Paralysis following spinal cord 
injury is due to a combination of 3 factors: (1) 
spinal shock, (2) injury to the spinal cord and 
roots, and (3) injury to associated structures. 
After the patient has recovered from spinal shock, 
the latter two factors and the degree of involve- 
ment will determine the extent of paralysis and 
the potentiality for recovery. One need not ques- 
tion the accepted fact that the injured spinal cord 
does not regenerate; however, a thorough phys- 
ical medicine and rehabilitation program should 
be instituted with the hope that the results of 
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trauma to associated parts may be sufficiently 
reversed to allow for an improvement in muscle 
function; in addition, the tendency for the sev- 
ered peripheral nerve to regenerate is to be con- 
sidered, the results being obtained many weeks 
and sometimes months after injury. 

The results obtained with good physical and 
occupational therapy in the recovery of muscle 
function in paraplegia has a corollary. Any claims 
for improvement in muscle function as a result of 
medication directed specifically against the spinal 
cord lesion must indicate statistically significant 
better recovery than we have obtained to warrant 
consideration, 


SUMMARY AND CONCLUSIONS 


1. A study has been made of 5,688 muscles 
or muscle groups in 79 patients. 

2. It has been shown that recovery of muscle 
function in paraplegia occurs in zero and weak 
muscles with sufficient frequency to warrant a 
more optimistic attitude than is frequently as- 
sumed by workers in this field. 

3. Results obtained by sustained physical and 
occupational therapy alone necessarily render 
questionable any claims for improvement pro- 
duced by specific medication aimed at the spinal 
cord. For such claims to be of any value, the 
results must be much better than here reported 
to be of statistical significance. 


Lower Extremity Amputee Check List 


Margaret L. McComas, M.S., and Biruta E. Zimmerman, B.S. 


In order to facilitate the physical rehabilitation 
of persons who have suffered the loss of one or 
both lower extremities, the following check list 
has been found helpful. This plan of evaluation 
is based on personal experience in the Depart- 
ment of Physical Medicine and Rehabilitation of 
the Hospital of the University of Pennsylvania 
over a period of three years, in a series of am- 
putees numbering 137, of whom 128 were uni- 
lateral above-knee amputees and 9 were bilateral. 
The purpose of this list was to aid in teaching 
amputees how to ambulate and at the same time 
develop in them better motivation. Our experi- 


From the Department of Physical Medicine and Re- 
habilitation, Hospital of the University of Pennsylvania 


ence has led us to believe that it has proved of 

value in accomplishing this result. 

It is assumed that, prior to using this list, the 
physical therapist has completed the following 
procedures: 

I. Recorded the range of motion measure- 
ments, particularly of the joint above the 
amputation site and the pelvic angle. 

II. Tested for any muscle weakness in the 
stump, back, abdominals, and the remain- 
ing leg. 

Ill. Set up a program for stretching tight 
muscles and carrying out progressive resis- 
tive exercises, designed to develop general 
muscle strength and to strengthen specific 
muscle groups. 
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Name Age 


Lessons per week 


1. Put on prosthesis and assume standing position 
2. Shift weight from one foot to the other 

3. Balance on limb with hands on bar 

4. Balance for 5 seconds with no support 


Mark time in place 


Cueck List 


Disability 
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Employment Contemplated 
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Date 
Accomplished 


6. Limb stationary, step forward and backward, arms in opposition 


hands 
8. Step sideward 6 steps, both directions 
9. Walk outside bars, change direction on command 
10. Balance outside bars, 10 seconds 
ll. Ascend standard stairs, sound foot leading 
12. Descend stairs, limb leading 
13. Fall and get up from floor unaided 
14. Lose balance sideways and recover 
15. Get in and out of all types of chairs 
16. Negotiate curbs up to 9 inches 
17. Walk up and down ramps 
18. Get in and out of bus, trolley, car 
19. Cross busy street on green light 
20. Walk on rough ground, grass, snow, cinders, rugs 
21. Walk 25 feet, carrying 15 lb. weight 
22. Negotiate stairs with weight 
23. Ascend stairs, foot over foot 
24. Descend stairs, foot over foot 
5. Dance 
Travel test 


Taught the patient how to care for and 
properly bandage the stump, how to use 
the swing through crutch gait (without the 
the limb), how to balance without support, 
and how to hop on the sound leg. 


The various activities which the amputee 
should learn to perform are enumerated in the 
check list here presented, 

The following paragraphs explain briefly the 
procedures which may be employed in having 
the patient carry out the activities indicated on 
the chart: 

1. Pat on prosthesis and assume standing posi- 

tion. 


a) Single amputee (conventional type limb) 
Seat the patient on a chair at the end of 
the parallel bar or beside any stable 
object for support. After the stump sock 
is applied have him place the stump in 
the bucket with the foot of the limb 


Short steps forward, backward in the parallel bars with no support from 


directly under the knee, buckle the pelvic 
band, and stand. When his weight is on 
the limb, forcing the stump further down 
into the bucket, check the alignment 
further. Have him brace the inner side 
of the toe of the limb against some stable 
object and pull up the pelvic band 
snugly. 


Double amputee 

The patient is seated on the bed, with 
crutches or canes placed within reach. 
The prosthetic limbs are extended in 
front, on the same level with the pelvic 
band buckled posteriorly. The patient 
places the stumps in the limbs, hoisting 
the buttocks over the pelvic band by 
supporting the weight on the hands. The 
prostheses will be externally rotated so 
that the hips will fit through the pelvic 
band. When putting the stumps further 
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into the limbs. care must be taken to 
internally rotate them so that they are 
properly aligned for weight bearing. 
Buckle the band anteriorally. 


(1) Standing—first method 


If the patient is on a high bed or plinth, 
have him turn over to prone position. The legs 
will now hang down with the knees straightened 
automatically. Have him push himself over the 
edge of the bed until the feet touch the floor, and 
forcibly extend the stumps to prevent the knees 
from buckling—then straighten to standing posi- 
tion and pick up the canes. 


(2) Standing—-second method 


If the patient is on a low bed, have him 
move down to the end of the bed to use the head 
or footboard for support. If the footboard is at 
the patient’s right, have him twist to the right, 
place his left hand on the footboard and his right 
hand behind him on the bed. His left leg is 
extended and crossed over his right flexed leg. 
From this position the patient should lean hard 
on his hands, twist his trunk to the right, at the 


Figure 1. Balance position using plumb line 
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Figure 2. Flexing prosthetic knee in stair climbing 


same time swinging his hips around to the left, 
get his weight over his left extended limb, and 
straighten his right leg. He now can pick up 
the canes which were placed nearby at the outset. 
This is the same method described for getting out 
of a chair. 


2. Shifting weight 


Have the patient stand in front of a mirror 
with feet separated about 6 inches. The hands 
can be placed on one parallel bar or on the backs 
of two chairs, one on either side. Have him shift 
his weight on to the sound foot until the chin is 
directly over the toe. Be sure the whole body 
shifts and that the hips are lined up under the 
shoulders. Check this alignment by holding a 
plumb line or a long stick in front of the patient 
between him and the mirror (Figure 1). Have 
him shift over the prosthesis in the same manner. 
Check the anteroposterior alignment. Watch for 
backward tilting of the trunk. 


Progress from this exercise to the same with no 
support. 


3. Balance on limb with hands on bar. 


Same as above with sound foot raised from 
floor (Figure 1). 
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4. Balance for 5 seconds with no support. 
As in number 2. 
5. Mark time in place. 


Have pene flex the affected hip and knee 
just enough for the prosthetic foot to clear the 


floor. Then immediately extend the stump force- 
fully, replacing the prosthetic foot beside the 
sound foot. Be sure good body alignment is 
maintained on the limb while lifting the sound 
foot. Eliminate any hip hiking. Continue alter- 
nate stepping in place in even rhythm. 


6. Limb stationary, step forward and backward, 
arms in opposition. 

Have the patient face the length of the bars 
and shift his body weight completely onto the 
limb, then lose his balance forward as if starting 
to fall. Balance is regained by stepping forward 
onto the sound foot allowing the prosthetic knee 
to bend, the toe remaining in place. To return, 
the patient should straighten the knee by extend- 
ing the hip, then rock back onto the limb, 
momentarily balancing on the limb, fall back- 
ward and regain balance by stepping backward 
on sound foot. The right arm swings forward 
and backward with the left foot, the left arm 
moves forward and backward with the right foot. 


7. Short steps forward and backward in the bars, 
no support. 

Have the patient walk forward the length of 
the bars with short, even steps in good form, 
using alternate arm swing. Repeat, stepping 
backward. Use the same method as in number 5, 
except stepping backward past the sound foot. 


8. Walk sideward 6 steps, both directions. 


a) Right prosthesis—side stepping to the 
right 
Have the patient flex the prosthetic knee 
enough for the foot te clear the floor, 
then quickly extend and abduct the limb. 
Shifting his weight to the limb, he should 
then close the left foot to the right. 
Right prosthesis—side stepping to the 
left 
Have the patient step sideward onto the 
sound foot, closing the right foot to the 
left by flexing the prosthetic knee for- 
ward enough for the foot to clear the 
floor then, quickly extending and adduct- 
ing limb, place prosthetic foot beside 
sound foot. 


9. Walk outside bars, change direction on com- 
mand. 
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a) Quarter turn 
To make a left quarter turn, call out the 
command “Left Turn” — pause — 
“March.” The word “march” should 
come when the patient's left foot is down. 
Have him step forward on the right foot 
and, with most of his weight on the 
sound foot, pivot to the left. 
The command “March” on the right turn 
will be called when the patient’s right 
foot is down. He should step forward on 
the left foot and, with the weight on the 
sound foot, pivot to the right. 
About Face 
Have the patient step forward on the 
sound foot, pivot a half turn toward the 
opposite side, shift his weight onto the 
prosthesis, take a step forward onto 
the sound foot and resume walking. 


10. Balance outside the bars for 10 seconds. 


The same as number 4 with no support 
nearby. 


1l. Ascend standard stairs, sound foot leading. 


In order to eliminate the faults of hip hiking 
and abducting the limb when climbing stairs, 
teach the patient to “snap” (quick hip extension) 
the stump backward in order to first flex the 
knee, then quickly pull the bent knee forward and 
up to place prosthetic foot on the step beside the 
sound foot (Figure 2). 


12. Deseend standard stairs, limb leading. 


Have the patient flex the hip and knee 
slightly and swing the limb out over the edge of 
the stair and step down. Be sure the body weight 
is sifted onto the limb almost simultaneously 
with the foot-step contact to insure locking of the 
knee. 


13. Fall to the floor and get up unaided. 
a) Falling 
Have the patient pull the stump forward 
to break the prosthetic knee, bending the 
sound knee at the same time, and fall 
forward onto the mat. He should break 
the fall by catching his weight on his 
hands and “giving” at the wrists and 
elbows. 
b) Getting up 
(1) Single amputee 
Have patient kneel, shift weight to the 
limb, placing the sound foot on the floor. He 
should straighten the sound knee and bring the 
limb under his body as soon as possible to put 


Vol. 35, No. 6 


Figure 3, Getting up from 


his weight on both feet. He may use his hands 
on the mat or on the knees for added support. 


(2) Double amputee 


Have the patient lie face down, with 
crutches placed one on either side, tips toward 
his head. Instruct him to place his hands on the 
floor under his shoulders, push his body up from 
the floor while “hiking” hips high in order to 
get the toes flat on the floor. With stumps strongly 
extended, he should walk the hands toward his 
fem, to transfer weight onto the whole of both 
feet. Supporting himself with one hand on the 
floor, he should grasp the opposite crutch hand- 
grip with the free hand, tilt the crutch tip upward 
and rest the shoulder support on the floor. He 
must now support his weight on this cruteh and 
pick up the other crutch in the same manner. 
Next he should shift his weight to one crutch and 
tilt the other crutch tip forward and down to the 
floor, the shoulder support falling in place under 
the arm pit. This when repeated with the other 
crutch, brings the patient to a standing position. 
Progress to canes or cane (Figure 3). 


14. Lose balance sideways and recover. 


Have the patient fall to the side of the arti- 
ficial limb at the same time twisting the shoulders 
to the same side and stepping across in fro, of 
limb with the sound foot, thus regaining balance. 


15. Get in and out of all types of chairs. 


a) 
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floor 


Single amputee 


Have the patient lean forward and bal- 
ance his total weight on the normal! foot 
until standing position is gained and the 
weight is transferred to both feet. In 
lower chairs the patient may have to use 
his hands on the arms, or back of the 
chair to assist in elevating himself, or 
use the double amputee method described 
below. 


Double amputee 


Have the patient place his crutches on 
either side of the back of the chair and 
sit forward on one corner of the chair 
with his legs toward the opposite corner. 
The outside limb is extended, the other 
flexed and close to the chair. The trunk 
is twisted inward to face the back-rest 
of the chair, and one hand is placed on 
each side of the seat, on the back-rest or 
on the arms of the chair. The patient's 
weight is then transferred to his hands as 
his hips jackknife out of the chair, put- 
ting full weight onto the extended knee 
until the other extremity can be straight- 
ened. With the body straightened he then 
should release one hand to grasp the 
crutch on the same side and use it for 
support while he secures the other crutch 
(Figure 4). 
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Negotiate curbs. 
a) Single amputee 
L se the same method as for stair climb- ee 
ing. 
- 

b) Double amputee (Using canes) i 
Ascending 
Have the patient stand sideways to the 
curb and step up and back (to insure ae f 


locked knee) with the limb closest to 
the curb. He should place the cane on 
the same side up on the curb, shift his 
weight onto this limb by pushing with 
the canes and bring the remaining limb a 
up and forward onto the curb ( Figure 5). 


Descending 

: The cane nearest the edge of the curb is 
first placed down on the street, then the 
patient should step down and back with 
the foot on the same side, The other leg 
is brought forward and down, followed 
by the remaining cane. 


Up and down ramps. 


Ascending 
The patient should take small steps and 


Figure 5. Ascending curb 


throw the body weight forward enough to over- 
come the angle of the hill. If the terrain is very 
steep or rough, he can walk obliquely up the hill, 
sound foot leading. 

Descending 

The patient must keep the stump strongly 
extended to prevent buckling, as his weight falls 
forward over the limb onto the sound foot. As 
the weight is transferred to the sound foot, he 
will allow the prosthetic knee to bend. 


18. In and out of trolley, bus, car. ‘ 


If the patient has learned to negotiate stairs, 
the trolley and bus steps can be worked out, 
using the railing provided in the vehicle. The 
double amputee will get into an automobile ap- 
proaching the seat backwards, holding onto the 

: q door frame, and the back of the seat. He will sit 
: ay! first and then pull his legs in after him. 


19.22. Self-explanatory. 


23. Ascend stairs, foot over foot. 


Use the same method as in number 11 for 
placing the prosthetic foot, with knee bent, on 
the step above the sound foot. Then with the 

Figure 4. Getting out of a chair trunk bent slightly forward over the prosthesis, 
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the patient will push up from the sound foot, 
lijting the bedy and at the same time extending 
the stump. He should then balance on the limb 
and bring the sound foot up to the next step 
above. 


24. Descending, foot over foot. 


Have the patient place the toe of the pros- 
thetic foot over the edge of the step. He should 
swing the sound foot out over the edge of the 
step, then buckle the prosthetic knee by pulling 
forward on the stump. As the knee breaks, the 
sound foot will drop down to the step below. The 
limb heel should catch momentarily on the step 
edge, then swing clear to the next step below, 
toe out over the edge (Figure 6). 


25. Dance. 


Teach regular dance steps and have a dance 
for the patients and their friends, so that they 
may use the steps in a normal situation. 

26. Travel test. 

Plan a trip, using all activities the patient 
might experience in a true life situation. A 
typical test might include—leaving the building 
by way of a ramp or stairs, traveling 300 feet, 
crossing heavily traveled street, boarding trolley 
for a short run, or riding to a specific destination 
and completing an errand. 


SUMMARY 
wee Figure 6. Descending stairs foot over foot 


Our experience with a limited number of am- 
putees justifies our conclusion that if enough time 
is devoted to an adequate training program, all amputee can be trained to apply these skills to his 
lower extremity amputees can acquire ability to daily needs. In our hands, the program de- 
ambulate to an extent commensurate with their scribed has been of value in accomplishing these 
disability. By the use of proper methods the objectives. 


Dues Notice 


Annual dues were payable on May Ist. Your prompt response will be appreciated. 
The Bylaws require that members whose dues have not been received by August Ist 


shall be suspended from membership. 


May we also call to your attention that according to the Bylaws “any active member 
not actively employed in physical therapy may, on application to the Board of Directors 


and on approval thereof by the Board, be made an inactive member.” 
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Gait Training Following 


Abdominal Fascial Transplants 


Gait training following abdominal fascial 
transplants is generally concerned with two types 
of involvement. One includes the patient with 
bilateral involvement, the other, the patient af- 
fected on only one side. For these patients who 
have weakness of both sides, the transplant 
usually involves a two-step procedure: anterior 
stabilization, such as “criss-cross,” rib margin to 
anterior ilium; lateral stabilization from the ribs 
to the ilia, or ribs to lateral femoral trochanters. 
The procedure with unilateral involvement in- 
cludes fixation from the umbilicus to the ribs 
and symphisis pubis or some modification includ- 
ing attachment between ribs and ilium or femoral 
trochanter on the affected side. 


PRE-AMBULATION EXERCISE 


Long before the patient is on his feet, he has 
bed exercises given by physical therapists, ac- 
cording to the kinetic analysis. These, in general, 
give major attention to the antigravity muscles of 
back and shoulder girdle, with special attention 
to elbow extensors and the muscles used for 
grasping. They prepare the patient for standing 
in parallel bars, and the later use of crutches or 
walker. 

During this early acute stage, the absence of 
trunk fixation, total or partial, is noted and 
guides the orthopedist in prescribing mechanical 
aid such as body cast, brace, or corset. Analysis 
of muscle function below the pelvis helps him 
decide on the type of leg brace, and points the 
way to suitable physical therapy and occupational 
therapy prescriptions. The monthly muscle 
checks are studied to note the improvements or 
the continuing o1 the gaps in the chain of stabil- 
izing efforts. Attempts at standing and walking 
in the presence of imbalance between trunk fix- 
ators not only produce improper gait patterns 
but increase the tendency to pelvic and spinal 
deformity. 


Director, Education and Rehabilitation, Orthopedic Re- 
habilitation Center, Los Angeles; Honorary member of the 
American Physical Therapy Association 


C. L. Lowman, M.D. 
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MECHANICAL Alps 


To help the patient achieve balance in the 
standing position and later in stepping and walk- 
ing a shoulder harness is valuable. For boys 
a short, sleeveless garment with stiff shoulder 
pads, rings at the costal margin in front and over 
the buttock behind is used. Appliquéd webbing 
straps over the shoulder tips taper down to the 
inner and outer uprights of the leg braces. For 
girls, the garment is a combination bolero jacket 
back and bra front. The webbing at the rings in 
front runs down to rings below the scapulae 
behind. 

Using this harness the upthrust of the patient's 
shoulders from the action of elbow extensors and 
shoulder elevators transmits a lift to the legs. 
If the shoulder girdle and neck muscles are not 
involved a list and lift will bring the foot off 
the floor; the addition of a trunk twist rotates 
the pelvis on the standing hip, which advances the 
lifted foot. This pattern of movement is used 
after the transplant operation, but patients who 
have had preoperative training with the harness 
make quicker progress than do those without it. 


Earty AMBULATION 


When patients first stand, it is preferable that 
they start in the pool at the beginning of the 
fourth postoperative week. During the first week 
of pool exercise they are given free floating or 
plinth work with knees supported on a float. 
They do jackknife side movements and twists 
to put moderate tension on the transplant inser- 
tions. 

From the fourth week of pool work on, they 
stand in deep water between parallel bars and 
balance with hands off the bars. Next they shift 
the weight from one foot to the other and rotate 
the pelvis and trunk on alternate sides. The 
patient with flail leg wears full length, weighted 
wooden leg splints. As soon as patients increase 
in proficiency they list to one side, lift and twist 
the opposite leg, bringing the thigh forward. 
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This they repeat, bringing the leg back. In the 
forward movement they must hold the head up, 
chin in, and keep the neck firm. The push up 
puts tension on the grafts; for the reverse, the 
body drops slightly forward so that the low back 
muscles and gluteals can pull the leg backward. 

As in other cases, it is important to make the 
patient forget his feet and center his attention 
on the pelvis and thigh. Then he will get a follow 
through on the swing phase. 

This forward and back practice should be 
repeated several times; each time having the 
patient get “all set,” then list, lift and twist, 
resting after each effort. The alternate side is 
then exercised with major emphasis on the 
weaker or less proficient side. 

After these movements can be done reasonably 
well, alternation with follow through is started, 
moving first one leg and then the other, which is 
the beginning of walking. At the start each step 
may be a struggle, but it means progression 
rather than remaining in one spot and helps to 
raise morale. 

If there is no pool, exercise must start at the 
bedside, working for standing balance, with 
slight shift of weight to alternate sides beginning 
the third postoperative week. This puts tension 
on the grafts and makes them hypertrophy. 
These paralyzed patients should all wear corsets 
or back braces with ample abdominal apron to 
protect the seasitive operated areas. 

Regular postoperative use of the shoulder har- 
ness aids in the list, lift, and twist movement and 
graduates the load on the grafts. In two or three 
weeks the cords can be slackened, thus trans- 
ferring more pull to the abdominal wall. For 
patients with shoulders too weak to operate the 
harness. nonelastic side and back straps buckled 
to the leg braces will aid greatly, especially if 
the glutei are involved. 


UNILATERAL INVOLVEMENT 


In the unilateral cases in which leg and lateral 
hip and loin areas are involved, the effort made 
to fixate for trunk balance as well as the constant 
shift of weight to the sound side may lead to 
pelvic and spinal deformity. These cases often are 
more difficult to handle during gait training than 
are those with bilateral involvement. These pa- 
tients should have had early operative repair so 
as to prevent the excessive body list needed to 
lift the sagging pelvis. In such cases, the leg on 
that side is potentially lengthened. Becanse these 
patients may not seem as handicapped as many 
others, exercises are often continued too long, 
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which tends to widen the gap in the kinetic chain, 
increase the imbalance, and head the patient into 
deformity. 

Early fascial repair should be done on these 
cases. Lateral straps, rib to ilium, or trochanter 
to ribs anterolaterally, with another strap to the 
back fastened to the latissimus dorsi are the 
most satisfactory ways of checking the deforming 
forces. 


Gait PROBLEMS 


In some institutions patients with bilateral leg 
involvement and poor or absent abdominals are 
taught a two-point gait, swinging both legs 
through at the same time and carrying the entire 
body weight on the arms. This not only builds 
up powerful shoulder girdle and arm muscles 
but also pulls the thorax away from the pelvis. 
The ribs are pulled together with resultant short- 
ening and contracture of the intercostals, At 
the same time all abdominal wall structures, both 
fascial and muscular are stretched. 

This two-point gait provides a type of progres- 
sion but widens the gap in the kinetic chain and 
amounts to a substitutionary action which pro- 
motes certain structural deformations during the 
growing period. For example, if some integrity 
remains in the lower spinal muscles or in the 
quadratus lumborum (more on one side than 
the other) the lifting pull will raise the pelvis 
on the stronger side and promote a lordosis and 
a lateral spinal and pelvic deviation. When 
shoulder girdle action is asymmetrical, such as 
one latissimus dorsi stronger than its opposite, or 
there is difference in strengths of serrati or pec- 
torals, added unbalanced force applied to the 
spine encourages further curvature. A major 
emphasis has been placed on gait training with- 
out appreciation of the total picture. This indi- 
cates a poor analysis of the all over status of 
motor function. 

The patient, parents, doctor and physical ther- 
apist are always eager to make some showing of 
progress toward functional recovery. One of the 
first questions parents ask is, “Will my child 
walk again?” So when the patient first stands 
he immediately thinks in terms of walking. If 
the physical therapist begins with efforts at walk- 
ing, without a properly planned sequence of 
activity leading up to walking, some intrinsic or 
extrinsic performance faults will start in one or 
more parts of the motor chain. Continuing repe- 
tition of efforts to overcome the obstacles in the 
performance path will develop a faulty pattern, 
perpetuating mistakes and tending to block 
progress toward acceptable performance. 
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The physician and physical therapist should 
study the muscle charts and determine, first, the 
status of the antigravity muscles (to estimate any 
disturbances of balance) and then the status of 
the locomotor apparatus. Naturally, the effective- 
ness of the latter will depend on the former. 
Therefore, the patient should be told: “We are 
standing you up to develop your balance. Later 
you may try stepping in place and then progress 
to walking.” In this way failure in too early at- 
tempts at walking may be avoided and the pa- 
tient is prevented from taking an “I'm going to 
lick this and walk, regardless.” attitude which 
might cause loss of time, effort, and morale. 

It should be explained that muscles over the 
entire body are involved and that the strong 
muscles must not be allowed to develop at the 
expense of the weak. Also that attention must 
first be given to controlling feet, knees, ankles, 
hips, spine, shoulder girdle, and arms before 
essaying the complicated performance of walking. 

We note repeatedly that patients are put in a 
walker or between parallel bars with only an aide 
or orderly in attendance. A routine going back 
and forth is made with no attention paid to the 
way the performance is carried out, or what is 
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sent from the brain te the muscles involved. No 
attention is paid to posture, which means that 
there is no proper segmental adjustment or con- 
trol of body segments related to motor patterns. 
In other words, walking practice is done by 
repetition on a trial and error basis. Strength 
is built up in arms and shoulders without appre- 
ciation of other problems. 

The more intelligent approach is to get trunk 
stability as soon as possible. We urge all those 
responsible for rehabilitation, as it is affected 
by locomotor dysfunction, to scrutinize the many 
small details which are essential in obtaining the 
best possible results. 

The doctor should watch the patient at work 
as often as possible, sometimes when unobserved 
by the patient or physical therapist, noting faulty 
actions, substitutions, degree of effort, and per- 
haps faulty teaching. In this way he will learn to 
consider the dynamic rather than the static 
aspect. His knowledge of functioning anatomy 
will grow and he will understand better the 
thinking of his physical therapists. The results 
obtained will show the effect of this technical 
team work. The patient's performance will be 
better evaluated and the patient will develop a 
better pattern of locomotion, 


Aid to Differential Diagnosis of 
Sciatic Neuritis, Sacroiliac 


and Lumbosacral Strain 


Charles M. Kinnard, M.A., and Walter E. Marchand, M.D. 


On the basis of en examination of the relevant literature and experience in clinical work 
it was felt that a simple and readily scored chart for differential diagnosis of sciatic neuritis, 
sacroiliac and lumbosacral strain would be of use for the examining physician and physical 


therapist. 


It should be understood that no claim to authorship for the various signs and tests is made 
by the writers. An attempt has been made to abstract from a mass of discussion and information 
in this area certain significant highlights for use in differential diagnosis. 


Charlies M. Kinnard, Chief, Physical Therapy; Walter 
E. Marchand, M.D., Chief, Medical-Surgical Service 


From the Veterans Administration Hospital, Bedford, 
Massachusetts 
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Admittedly some of these signs are found in disorders other than the conditions discussed, 
however, it is the pattern for each condition, rather than the individual signs which represents 
the important features of this chart. 
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Figure 1. Refer to following chart 


Aw T0 DIFFERENTIAL DIAGNOSIS OF 
ScIaTIC NEURITIS, SACROILIAC AND LUMBOSACRAL STRAIN 


Patient in the Supine Position (Dorsal Decubitis) 
| 


1. If, when the patient lies down on the table. he keeps his knee and hip 
of the affected side flexed, it is indicative of: X 


(Figure la) 


If, after lying down, the patient finds the position intolerable after a 
\ few moments and flexes both knees and hips it is indicative of: X 


(Figure Ib) 


3. With the knee straight, raise the leg from the table. If pain is not elicited 
return leg to the table and raise the opposite leg and if pain is elicited 


it is indicative of: X 


(Figure le) 


4. With the knee straight, raise each leg separately from the table. When 
pain is elicited on one side, the foot is dorsiflexed cautiously in order to 
ascertain whether the extra tension on the terminal branches of the 
sciatic nerve increases the symptoms. If the pain does increase it is 
indicative of: xX 

(Figure Id) 
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5. Both legs are raised together from the table and if pain is felt at a late 


stage of movement, it is indicative of: 
(Figure le) 


6. Both legs are raised together and if pain is felt at an earlier stage of 


movement than when raising either leg separately, it is indicative of: X 
(Figure If) 
7. Raise both thighs to the vertical and flex the knees. Now rotate each 
thigh separately, internally and externally. If pain is elicited it is indi- 
cative of: xX 
Patient in the Sidelying Position 
1. The leg nearest the table is flexed at knee and hip as far as possible and 
held by the patient with both hands. The uppermost leg is flexed, and, 
with the weight of the limb supported on the examiner's forearm, it is 
carried backward into extension while the other hand counter-pressures 
against the ilium. If pain is elicited it is indicative of: xX 
(Figure 2a) 
2. Same position as above except that the patient does not hold the leg 
nearest table. Repeat previous maneuver. If pain is elicited it is indi- 
cative of: X 
(Figure 2b) 
Patient in the Prone Position (Ventral Decubitis) 
1. When the patient tries to assume the prone position and is unable to do 
so, it is indicative of: x 
2. Stabilize the pelvis. With the knee flexed, raise the knee from the table. 
If pain is elicited it is indicative of: xX 
(Figure 3a) 
3. Repeat the above without stabilizing the pelvis, if pain is elicited it is 
xX 


indicative of: 
(Figure 3a) 
4. &xtend both lower extremities. Raise both legs from the table. If pain 


is elicited, it is indicative of: x 
(Figure 3b) 


Figure 2. Figure 3. 
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Aip TO DIFFERENTIAL DIAGNOSIS OF 
Sciatic NEURITIS. SACROILIAC AND LUMBOSACRAL STRAIN 


(Continued } 


SIGNS 
Bonnet’s: 
Pain on thigh adduction. 


Bragard’s: 
With the knee stiff the lower extremity is flexed at the hip until the 
patient experiences pain; the foot is then dorsiflexed. Increase of pain 
points to nerve involvement. 


Demianoff's: 

\ sign that permits the differentiation of pain originating in the sacro- 
lumbalis muscles from lumbar pain of any other origin. The sign is 
obtained by placing the patient in dorsal decubitis and lifting his ex- 
tended leg. In the presence of lumbago this produces pain in the lumbar 
region which prevents raising the leg high enough to form an angle of 
10 degrees, or even less, with the table or bed on which the patient 
reposes. The pain is due to the stretching of the sacrolumbalis. 


Ely’s: 
With the patient prone, flexion of the leg on the thigh causes the pelvis 
to rise. 


Erichsen’s: 
When the iliac bones are sharply pressed toward each other, pain is felt in 


Fajersztajn’s: (crossed sciatic sign) 
When the leg is flexed, the hip can also be flexed, but not if the leg be 
held straight. Flexing sound thigh with leg straight causes pain on 
affected side. 


Gaenslen’s: 
With the patient on his back on the table, the knee and hip of one leg 
are held in flexed position by the patient. The other leg, hanging over the 
edge of the table, is pressed down by the operator to produce hyper- 
extension of the hip. Pain oceurs on the affected side in 


Goldthwait’s: 
The patient lies supine, the leg is raised by the examiner with one hand, 
the other hand being placed under the patient’s lower back; leverage is 
then applied to the side of the pelvis. If pain is felt before the lumbar 
spine is moved, the lesion is a sprain of the sacroiliac joint. If pain does 
not appear until after the lumbar spine moves, the lesion is the sacro- 
iliac or lumbosacral articulation. 


Laségue’s: 
On flexing the thigh at the hip and extending the leg at the knee, severe 
pain is invariably elicited. 


Linder’ s: 
With the patient’ recumbent or sitting with outstretched legs, passive 
flexion of the head will cause pain in the leg or lumbar region. 
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(Continued ) 


Vennell’s: 
The examiner's thumb is placed over the posterosuperior spine of the 
sacrum and then made to slide, first outward and then inward. If on 
pressure over the former point tenderness is detected, it is due to a sensi- 
tive deposit in the structures of the gluteal aspect of the posterosuperior 
spine. If tenderness is over the inner point, it is probable that the 
superior ligaments of the sacral iliac joint are strained and sensitive. 
If tenderness is increased by pressure backward on the anterosuperior 
aspect of the ilium and decreased by pulling forward the crest from 
behind, this is positive proof that it is caused by the sensitive ligaments. X 


Vinor’s: 

The method of rising from a sitting position characteristic of patient 
with sciatica, He supports himself on the healthy side, placing one hand 
on the back, bending the affected leg and balancing on the healthy leg. X 


If a patient with a sciatic nerve irritation stoops forward or bends his 
trunk, the knee on the affected side is flexed. 


Rimbaud's: 


Partial obliteration of the hollows on either side of the tendo achilles. 
particularly obvious if the internal popliteal element has been involved 
by injury or disease. X 


\ eurologic al; 
Achilles jerk is diminished and is reduced to zero within two weeks. X 


Knee jerk increases, X 


Krusen, F. H Physical Medicine; W. B. Saunders 
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1. DeJong, RN The Neurologic Examination; Paul B 5. Kovacs, R Electrotherapy and Light Therapy; Lea 
Hocher. Ine 1950 & Febiger, 1938 
2. Wechsler, 1. S$ Textbook of Clinical Neurology; W. B 6. Cecil, R. L.: A Textbook of Medicine; W. B. Saunders 
Saunders Co 1943 Co 1945 
3. Mennell,. James B.: Physical Treatment; The Blakiston 7. Dorland, W. A. N.: Medical Dictionary; W. B. Saunders, 
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American Medical Association 
Councils Expand Their 
Programs* 


For many years the evaluating councils of the 
American Medical Association have provided 
leadership in the evaluation of products used by 
physicians and to some extent by the public. The 
Council on Pharmacy and Chemistry since 1905 
has evaluated drugs and reported to the medical 
profession on these and related therapeutic pro- 
cedures. The Council on Physical Medicine and 
Rehabilitation, formerly the Council on Physical 
Therapy. has been developing information on 
therapeutic and diagnostic devices since 1925. 
The Council on Foods and Nutrition since 1929 
has evaluated nutritional claims and food prod- 
ucts. The new Committee on Cosmetics has been 


L948, 


The A. M. A.’s product evaluating councils 
have awarded seals to manufacturers and dis- 
tributors of drugs, foods, devices, and cosmetics 
that have complied with the rules for such ac- 
ceptance. Over the years the councils have become 
well known for this phase of their activities, in 
fact, probably better known for this work than for 
their other never-ceasing efforts in the broader 
educational aspects of collecting, digesting, and 
disseminating medical information. Their work 
has been diversified, but the seal or acceptance 
program has appeared to dominate because of the 
dramatic effect of and the prominence given to 
such a program. Also, it has been so time-con- 
suming that there has been too little time left for 
attention to other important work. In addition 
to the seals of the councils, there has been made 
available an advertising emblem for products that 
have not fallen within the scope of a council. 
Thus, the public has become familiar with the 
statements “Accepted for advertising in the publi- 
cations of the American Medical Association” 
and “Accepted for advertising in Today's 
Health.” Often these statements have been dis- 
played in the form of an emblem. This too has 
been part of the “acceptance” program of the 
American Medical Association, 


In existence since 


For months the ceuncils of the American Medi- 
cal Association and the Board of Trustees have 
which the 
Association can increase its service to the public 
and the medical profession. While many avenues 


been studying ways and means by 


* Reprinted from the Journal of the American Medical 
Association, Vol. 157, No. 8 (Feb: 19, 1955) 
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for pursuit were explored, there were always the 
limiting factors of time, personnel, and money 
to be considered, One of the programs seemingly 
in greatest demand by the profession is one that 
calls for more information on the more recent 
advances in health problems. 
introduced in recent years have posed questions 
for true usefulness; 


Various devices 


new drugs have raised prob- 
lems concerning their proper use and possible 
toxicity; cosmetic-type preparations have become 
complicated by the introduction of synthetically 
prepared ingredients; and nutrition, although 
long studied, has many phases in need of study 
and report. To meet the demand caused by the 
tremendously and broadly expanding horizon in 
diagnostic, curative, and preventive medicine is 
a problem of no small dimensions, Therefore, 
the Board of Trustees and the councils have de- 
cided to spend more time on this important phase 
of their work and to increase this work to match 
the need. The so-called acceptance program has 
been useful and helpful, but the need for it has 
become much less as laws have been enacted and 
as manufacturers have assumed more and more 
their share of responsibility in marketing worth- 
while products. 


As of now, the issuance of seals or emblems by 
any part of the American Medical Association is 
discontinued. Obviously the seals may be seen 
for some time, as advertising material already 
printed is used. But it is only a matter of time 


before an “A. M. A. seal” is a thing of the past. 


What will the programs of the councils provide 
to be of more service to the publie and the pro- 
fession? It is impossible to deseribe in a few 
words all of the ways in which the councils will 
conduct their expanded programs. Briefly, how- 
ever, they can be summed up by stating that these 
bodies will issue reports promptly and frequently 
on what is new in diagnostic, curative, and pre- 
ventive medicine in the respective fields of the 
council; they will periodically review the status 
of agents and techniques; they will develop basic 
standards for classes of goods as, for example, 
the Council on Physical Medicine and Rehabilita- 
tion long has done for resuscitators and inhala- 
tors: and they will undertake educational efforts 
to insure as much as possible the utilization of 
the information they gather, digest, and evaluate. 
This information will be made available regu- 
larly in Tue Journar. It will be gathered from 
including 


various manufacturers, re- 


searchers, and published medical literature. In 


sources, 


addition. the councils will continue to issue books 
or booklets in 
brought together handily and usefully. 


which such information can be 
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There may be some who wonder if the adver- 
tising standards for the publications of the Amer- 
ican Medical Association will be lowered by the 
change in emphasis in the council’s programs. 
All readers of the Tue Journat can be assured 
that careful scrutiny will be continued for items 
for the advertising pages. While the long-familiar 
seal will not be seen, basic principles will con- 
tinue in effect. Advertisements that by either 
intent or inference would result in deceiving, 
defrauding, or misleading the reader are not 
suited to A.M.A. publications; nor are sweeping 
superlatives and unfair comparisons. Any claims 
for superiority of a product will have to be sup- 
ported by acceptable evidence. Disparagement 
of competitor's goods will be discouraged. Quo- 
tations or excerpts from published papers will 
not be accepted if by themselves they distort the 
true meaning intended by the authors. These and 
other desirable principles will guide those who 
are responsible for the acceptance of advertising 
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for the publications of the American Medical 
Association, so that the best interests of the mem- 
bers of the Association can be served. All of the 
publications are published under the direction of 
the Board of Trustees, and its members are re- 
sponsible to the House of Delegates of the Asso- 
ciation. In due time the councils are expected 
to issue statements on their programs, and at the 
same time details on the principles of advertising 
for A. M. A. publications will be available. 

An exciting challenge today faces all of medi- 
cine because of the swiftly moving pace of medi- 
cal knowledge and the eagerness with which 
physicians and the public too, await it. With 
their long years of experience the councils of 
the American Medical Association are in a unique 
position to provide the leadership required. They 
are to be commended for their prompt response 
to the challenge. Both doctors and patients will 
benefit from it. 


To the Editor: 


Dr. Wallace Graham, who contributed the 
article in your March issue of the Physical 
Therapy Review, has received a number of re- 
quests for information about my phonographic 
record on relaxation. This was mentioned at 
the top of page 133. He has been forwarding all 
of these letters to me, and so | was wondering 
if you would like to print some information in 
the next issue of your professional magazine. 


When I made my record at R.C.A. Victor, the 
first few pressings were imperfect, and I have 
kept these for distribution to doctors who are 
interested in knowing the contents of the record. 
I shall forward one to you within the next few 
days. I shall also send you a copy of the 
Chatelaine Magazine, which printed the script of 
my short playing record in its entirety, and part 
of the long playing. This article says that the 
record is available to its readers through their 
magazine, but this has now been discontinued. 
The Robert Simpson Co. Limited, Yonge Street, 
Toronto, is handling this record as a service to 
the medical profession, and will mail it any- 
where on the continent free of postage. The 


long playing record is $6.00, and the short 
playing $3.00. 

| am sure that Dr. Graham would appreciate it 
if you could print this information in your maga- 
zine, and | would appreciate any suggestions you 
may make in the matter. 

1 noticed that there was an excellent article 
“Education for Childbirth” in the same issue of 
your Review, and it may be of interest to you 
to know that it was in this field that I started 
the work. The doctors have been finding many 
other uses for relaxation training, including 
aleoholism, tension headaches, fibrositis, high 
blood pressure, insomnia, and other nervous 
conditions. 

For two years I have been working with the 
psychiatric patients at the Toronto Psychiatric 
Hospital, with varying degrees of success. My 
record is being used at the Hamilton T.B. Sani- 
torium, and at the Ontario Alcohol Research 
Foundation, and in various mental hospitals 
across Canada. It is also recommended to pa- 
tients for home practise, at Milwaukee Sani- 
torium. 

Sincerely yours, 


Dorotuy 
Toronto, Canada 


\ 
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Announcement of Scholarships 
for 
Physical Therapy Students 


The United Cerebral Palsy Fund has awarded 
a grant of $10,000 to the American Physical 
Therapy Association for 1955-56 to provide 
scholarships to men and women needing financial 
assistance to complete the final year of their 
educational program in physical therapy. 


Eligibility: 


Applicants for scholarship assistance from the 
United Cerebral Palsy Fund: 


1. Must have completed 90 semester hours of 
education at a college or university ac- 
credited by its respective regional accredit- 
ing association. 


Must be accepted for the final year of a 
physical therapy program approved by the 
Council on Medical Education and Hos- 
pitals of the American Medical Association. 


Must be citizens of the United States. 
Consideration will be given to those who 
present evidence of having made applica- 
tion for citizenship. 


Extent of Awards: 


Scholarship assistance will be given to an 
amount not exceeding tuition costs for the final 
year of a physical therapy program. The grant 
will not include costs of any other charges, such 
as hooks, health fees, examination fees, mainte- 
nance, registration or admission fees, licensure 
fees, ete. 
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Application: 


Application forms may be obtained from the 
following: 


1. The Physical Therapy Director of each 
school offering a program in physical 
therapy approved by the Council on Medi- 
cal Education and Hospitals of the Ameri- 
can Medical Association. 

or 
American Physical Therapy Association 
U.C.P. Scholarship Fund 
1790 Broadway 


New York 19, New York 
Deadlines for Applications: 


To be considered by the Committee, all cre- 
dentials (application, letters of reference, tran- 
scripts and verification of acceptance at an 
approved school of physical therapy) must be 
mailed: 


1. No later than June 15, 1955, for classes 
beginning in September or October, 1955. 
2. No later than October 15, 1955, for classes 
beginning in January or February, 1956. 


Committee Awards Scholarships 


The Scholarship Committee of the National 
Society for Crippled Children and Adults 
through grants provided by Kappa Delta Phi 
recently announced awards to three currently 
enrolled physical therapy students. The scholar- 
ship program is designed to relieve professional 
personnel shortage in the rehabilitation field. 
The scholarships are awarded for the final year 
of study toward a degree or certificate in physical 
therapy or occupational therapy. 


State of Wisconsin Licensing Examination 


The Physical Therapy Examining 
Committee of the State Board of Medi- 
cal Examiners of the State of Wisconsin 
announces that its next licensing exami- 
nation will be given July 12-14, 1955, 
in Milwaukee, Wisconsin. 

Any physical therapist interested in 
practicing in the state of Wisconsin, who 
is not now licensed in Wisconsin, should 


secretary of the Physical 
Therapy Examining Committee, Emma 
Zitser, 207 North Brooks Street, Madi- 
son 4, Wisconsin. Application should be 
returned to the Committee by June 23, 
1955. 


contact the 


Reciprocity candidates will also be 
examined at this time. 
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Editorials 


N. statistics or reports will ever truly reveal the value and importance of chapters to our Associa- 
tion. Yet annual reports from officers, committee chairmen and the National Office staff all reiterate 
the major contributions that chapters have made to our professional growth and recognition. These 
sustain the purpose and functions of the American Physical Therapy Association in such areas as 
recruitment, interprofessional relations, public relations, improved personnel policies, legal recog- 
nition, placement, and above all increased standards of service to patients. Day in and day out 
members are devoting many hours as volunteers in chapter organization and achievement. As a 
result the profession of physical therapy is attaining its rightful professional status in every state, 
territory, and community. 

Certainly the three most potent forces in our development as a strong, respected national pro- 
fessional organization, beyond the integrity of service which physical therapists render patients, 
have been the initiative and activities of our chapters, the financial grants generously contributed 
by the National Foundation for Infantile Paralysis, and the establishment and maintenance of a 
national headquarters. 


Our bylaw requirement that every member of the Association must be a member of the component 
chapter in his area has proved itself to be a major factor in unifying our individual strengths for 
local chapter accomplishments. A member occasionally submits his resignation stating that he is 
unable to attend chapter meetings but this is the exception. It is not unusual for members in the 
more sparsely settied states to travel anywhere from one to five hundred miles to participate in 
chapter activities. Those members who do not regularly attend local meetings recognize that the 
privileges and security of membership in their professional organization fully justify the nominal 
financial support which they are able to make by way of dues. 

It is extremely noteworthy that this progress in chapter achievement has come about not through 
pressure from above but because of professional awareness among physical therapists and chapter 
leaders in each area. This was apparent when in our early history state organizations were in some 
areas more active and cohesive than the parent organization. Today we have the gratifying situa- 
tion of two way cooperation where chapters are participating in national projects while carrying on 
local programs to benefit members and patients. At the same time national committees and con- 
sultants are increasing efforts to supply guidance and support to chapters. 

When we look to the future we realize that while there never can or should be a limit to the 
horizons of chapter officers and members there are limits to the time they can devote to organiza- 
tional details. It is not too early to consider the eventuality of permanent chapter headquarters 
with paid staff to direct and coordinate chapter projects. This will come in response to the recog- 
nition by members of the actual benefits derived from such a move. It will be hastened by members 
who accept a personal obligation to take an active part in cha;ter activities. It will be advanced 
by chapter officers who faithfully report to the membership and interpret all plans and actions 
undertaken. 
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Association Activities 


Diamond Jubilee Year 


1955 is the Diamond Jubilee year of the Char- 
tered Society of Physiotherapy of Great Britain. 
The theme for their Congress which is held in 
September each year is to be “Progress 1895 to 
1955." In an editorial in Physietherapy for 
March it was said, “It is easy enough to assume 
that the Society's progress has been ‘nothing out 
of nature’s certain course’: nothing looks more 
easy than success—-when it has been achieved. 
Reading Miss Wicksteed’s book, The Growth of a 
Profession, again, one wonders at the number of 
times disaster has been avoided, realizing how 
easy a false step would have been and what 
lamentable results it could have had. Slowly the 
Society's traditions have been created. . . .” The 
editorial goes on to say, few intangibles 
are more important than traditions, which exer- 
cise their shaping power unobtrusively perhaps, 
but powerfully, almost relentlessly. The pace has 
not always been as fast as some members might 
have desired: but one remembers proverbs about 
‘making haste slowly, and from this distance of 
time it seems wise to have paid more attention 
to the solidity of foundations than the speed of 
erection, 

It spoke about the Society's educational work 
and recognized that through these activities it is 
building for the future. “The magnitude of the 
changes in sixty years can be appreciated by 
that first examination when the 
Founders, setting their infant Society in the way 


imagining 


it should go, began by examining each other, and 
contrasting it with the complicated structure of 
courses, schools, examinations and the support- 
ing organization, which has grown from it. The 
method has remained constant in intention: a 
flexible and experimental exploration of ways of 
meeting new developments, and their consolida- 
tion.” Finally it was noted that. “. . . the aim of 
the Society's training has not been just the incul- 
cation of professional skills but the education of 
the professional person.” 

How alike are the aims and purposes of profes- 
sional organizations such as the Chartered So- 
ciety and the American Physical Therapy Asso- 
ciation! It might be said tritely, as the twig is 


We of the American 


bent so grows the tree. 


Physical Therapy Association have the same rich 
heritage on which we are building for service 
now and in the future. Like the Chartered So- 
full growth of the American Physical 
Therapy Association has not been attained, Even 
at our Diamond Jubilee, which is forty 
years away, we hope it still will be growing but 
that as history is reviewed, maturity and all it 
implies shines through the pages. Congratula- 
tions to the Chartered Society in this its Diamond 
Jubilee yoar. The continued growth of the So- 
ciety is assured by the dedication of its members 


erety 


sore 


to sound building and their vision in meeting 
future needs. 


Professor James Whillis, M.D., M.S. 
F.R.C.S. 


Members who attended the First Congress of 
the World Confederation will be grieved to hear 
that Professor Whillis, Chairman of the Council 
of the Chartered Society and the Congress, died 
January 27, 1955. 

Professor Whillis was chairman of the Depart 
ment of Anatomy at Guy's Medical School, Uni. 
versity of London. His own special field was the 
anatomy of movement which gave him an under 
standing of physical therapy and rehabilitation. 

The warmth and friendliness of Professor 
Whillis endeared him to us all. His leadership 
and great interest in the Congress and in physical 
therapy were in no small way responsible for 
its success, Physical therapists from all over the 
world will long remember a gracious host and 
friend who made us feel so at home in his home. 


Kinesiology Institute 


The enthusiasm and diligence of school in- 
structors, directors, and future faculty 
at the Continuation Center of the State l niver- 
sity of lowa the week of April 12th could well be 
followed as a model by their present and future 
students, 


who met 


The occasion was an Institute on the 
Correlation Science with Kinesiology 
jointly sponsored by the American Physical 
Therapy Association and the Ll. S. Office of 


Vocational Rehabilitation, Department of Health, 


of Basic 
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Education and Welfare. It is agreed that bene- 
fits of this Institute will have far reaching effects 
on physical therapy education. were 
scheduled from 9 a.m. to 5 P.M. with evening 
sessions for movies or departmental visits to the 
University. 


( ‘lasses 


included the following: 
Kinesiology,” “Biomechanics—Stat- 
Kinetics,” “Correlation of 
Anatomy and Physiology with Kinesiology,” 
“Coordination of Muscles in Motion,” “Some 
Aspects of Shoulder Motion,” “Action of the 
Intrinsic Muscles of the Hand,” “Elements of 
Locomotion,” “Kinetics of Locomotion,” “Tech- 
nics, Methods and Psychology of Instruction.” 


Subjects presented 
“What is 


ics,” “Biomechanics 


Evidence of the quality of the material pre- 
sented is apparent from the roster of the follow- 
ing instructional staff which took part: 

Beechtol, M.D., 

Orthopedic Surgery, Yale 
k. Jane Carlin, Assistant Professor and Assistant 


Director of Physical Therapy, School of Auxiliary 
Medical Services, University of Pennsylvania 


Charles O. Head of the Division of 


University 


John A. Ey, Capt., M.S.C., Personnel Division, 
Office of the Surgeon General, Department of the 
Army 

Harry M. Hines, Ph.D... Professor and Head. of the 


Department of Physiology, College of Medicine, 


State University of lowa 

Susanne Hirt, Associate Professor and P. T. Director 
of the School of Physical Therapy, Medical College 
of Virginia 

Herbert R. Lissner, Professor and Chairman of the 
Department of Enginering Mechanics, College of 
Engineering, Wayne University 

Joseph E. Markee, Ph.D., Professor of Anatomy and 
Chairman of the Department, School of Medicine, 
Duke 

Roxie Morris, Associate Professor and Assistant Chair- 
man, Physical Therapy Department, University of 
Southern California 

Marian Williams, 
Physical 


University 


Assistant Professor, Division of 


Therapy, Stanford University 


In addition to the Institute there was a meeting 
of Physical Therapy School Directors at which 
time speakers were: 

D. H. Dabelstein, Assistant Director for Program 

Planning and Evaluation, U. S. Office of Vocational 


Rehabilitation, Department of Health, Education 
and Welfare 


Catherine Worthingham, Ph.D., Director, Division of 
Professional Education, National Foundation for 
Infantile Paralysis 


Marriages 


Dorothy Ahearn of New Haven, Conn., now Mrs. Dorothy 
4. Allis, Wallingford, Conn 

Carol Anne Beals of Brookline, Mass. to 
Holmberg, North Bellingham, Mass. 


Fred B. 
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Harriet Cryan of Cincinnati, Ohio to Ronald C. Patter- 
son, Cincinnati. 

Doris O. Dean of Parks AFB, Calif.. now Mrs. Doris D. 
Reinartz, Pleasanton, Calif. 

Gudrun Erickson of Portland, Ore.. now Mrs. Gudrun 
k. de Laubenfels, Athens, Georgia. 

Joan M. Featherman of Fort Dodge, lowa to Wendell J. 


Reed, Fort Dodge. 
Gretchen Gasser of Denver, Colo. to Carl Cerveny, 

Denver. 
Nancy Hoffland of Madison, Wisconsin, now Mrs. Nancy 


H. Fieber, Madison. 
Suzanne Hoyt of Kansas City, Mo. to E. P. Marquis, 
City. 
Elizabeth J. Koski of Hondo, Calif. to G. W. 
Los Angeles, Calif. 
Marjorie A. Landweer of Seattle, Washington to Robert 
€. Adams, Jr., Seattle. 
Wilma Lange of Belle Vernon, Pa., 
Heasley, Wilkinsburg, Pa. 
Marion J. Meyers of Philadelphia, Pa., now Mrs. Marion 
M. Melhorn, Philadelphia. 


Ramona G. Mickelbrough of Maxwell AFB, Alabama, 
now Mrs. Ramona M. Gehman, Emory Univ., Ga. 


Gardner, 


now Mrs. Wilma L. 


Betty L. Moore of Truth or Consequences, New Mexico, 
now Mrs. Betty M. Evans, Gunnison, Colo. 
Bernice Todd of Corona, Calif. to James P. 

Corona. 


Morris, 


New Student Members 


Boston Univer sity 


Mona Bellows 
Elaine Boeshe 
Elizabeth Bulger 
Virginia Carr 

Rita Cleveland 
Gene Cole 

Elizabeth Creamer 
Patricia Dewey 
Beverly Dickinson 
Jean Dutro 

Ruth Eisenstadt 
Claire Favrod-Coune 
Prudence Frost 
Leona Hoefer 
Alphonse A. 
Anne Jackson 
Elaine Kerson 
John F. Ketterer 


Eleanor Koonz 
Manuela Nina Leone 
Arlene Lessard 
Myrna Levine 
Dorothy Long 
Elizabeth Martella 
Mary Jane Mate 
Harriet McGovern 
Lydia Miller 

Carole Mitchell 
Wilson Moeckel 
Sybil Moushegian 
Harian Joan Shapiro 
Carol Louise Stickle 
Jeanette Surette 
Sondra Thorn 

Ruth Tono 

Lois Wernon 
Eleanor Wilson 


ladarola 


Bouvé-Boston 


Faye Arnold Beverly Johnson 


New York University 
Arthur H. Ricklin 


ames Simon 


Norman L. Hammer 


University of Connecticut 


John Silk 


University of Wisconsin 


Patricia J. Riley Lois Weber 
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Role of the Physical Therapist in a Public Health Program 


at the Time 


In the May issue of the Physical Therapy Re- 
view an announcement appeared about Commis- 
sioning Physical Therapists in the Reserve Corps, 
Public Health Service. At the request of the Pub- 
lic Health Service the following committee met 
in Washington, March 28, 1955, to outline the 
role of the physical therapist in a Public Health 
program at the time of disaster. 


Mildred Elson, Executive Director, Ameri- 
can Physical Therapy Association 

Clara Arrington, Physical Therapy Consult- 
ant, Children’s Bureau, Department of 
Health, Education, and Welfare 

Florence Linduff, Chief Physical Therapist, 
Veterans Administration 

Josephine Buchanan, M.D., Chief Medical 
Officer in Physical Medicine, District Gen- 
eral Hospital, Washington, D. C. 

Eleanor G. Loomis, Acting Chief, Physical 
Medicine and Rehabilitation Branch, Di- 
vision of Hospitals, Department of Health, 
Education, and Welfare 


It was the consensus of this committee that 
physical therapists have a very real contribu- 
tion to make as members of a public health unit 
at the time of disaster and that it would there- 
fore be wise to recruit physical therapists as 
inactive reserve officers for that purpose. It was 
recommended that approximately 100 be re- 
cruited the first year and that the number be 
raised to 150 the following year. 

A summary of the deliberations of the com- 
mittee is as follows: 


Physical therapy is an integral part of health 

medical care programs. In public health 
agencies physical therapists serve as consultants 
to the administrator and other professional per- 


and 


sonnel. They may serve as supervisors or in staff 
positions rendering direct service to persons in 
clinics, treatment centers and in the homes.” * 
They instruct individuals and groups; give con- 
sultation to other professional workers and 
organizations; plan, direct, and administer physi- 
cal therapy services on a city, county, state, and 
national basis. 

“The professional preparation of physical ther- 
apists emphasizes anatomy, physiology, and 
pathology of the topographical, skeletal, neuro- 
muscular, and circulatory systems of the human 
body: as well as the fundamental laws and 


of Disaster 


theories of general chemistry and the principles 
of mechanics, thermodynamics, light, sound, and 
electricity. These studies lay a sound basis for 
the physical therapist to analyze human devia- 
tions from the normal and the body’s reaction 
to various physical agents and procedures in the 
prevention or treatment, or both, of abnormal 
or pathological conditions.” * Professional edu- 
cation also includes technical procedures and 
devices used in physical therapy; bandaging; 
asepsis and isolation technics; disability evalua- 
tion; diseases and disabilities treated by physi- 
cal therapy in medicine, surgery, and public 
health. Courses in administration, patient man- 
agement, and professional and community rela- 
tionships are also given. All the 
curriculum are directed toward the development 
of concepts of the art and practice of total patient 
care related to the rehabilitation of the individual 
in the hospital, in the home, and as a member 
of the community. 

In view of the this, it was felt that the physical 
therapist would have a contribution to make to 
the public health unit at the time the planning 
for disaster At this time, 
the therapist would have particular knowledge 
which would be helpful in planning for: 


aspects of 


activities was made. 


1. Evacuation of previously seriously dis- 
abled persons from homes, hospitals, and 
nursing homes. 

Relocation of the severely disabled, hous- 
ing attendant care, ete. 

Developing field station units designed 
to meet the needs of severely handicapped 
noncasualty persons, 

Compiling lists of stock-pile items needed 

for seriously disabled wheel 

chairs, crutches, canes, supports, repair 
kits, wire pliers, ete. 


persons 


The therapist would be the logical person to 
be responsible for instruction relative to the 
smprovisation of supports, braces, and prosthe- 


ses 


At the time of disaster, the physical therapist 
could be assigned the following duties: 


1. Improvisation and repair of braces and 
supports, 


* Report on Educational and Experience Qualifications 
of Physical Therapists in Public Health Agencies of the 
Committee on Professional Education of the American 
Public Health Association 
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Instruction of patients in self-care, and 
ambulation, 

}. Instruction of personnel in technics for 
assisting handicapped patients. 

b. Application of splints and casts, 

» Manual and functional muscle testing for 
orthopedic bed patients in order to evalu- 
ate abilities for self-management. 

& Give therapeutic exercises to those pa- 

whom a continuation of treat 

ment program was essential. 


tients for 


7. Supervision of bed positioning for the 
prevention of deformities. 

&%. Application of hot packs. 

9. Distribution and adjustment of crutches, 

and supports. 

10. Evaluation of the severely handicapped 

for relocation. 


canes 


Because of their background and experience in 


administration, organization, and supervision, 
physic il therapists would he able to assume re 


sponsibility in those areas for: 


1. Setting up a field clinic. 
2. General supervision and direction of per- 
sonnel groups, both professional and lay. 
3. Classification and assignment of patients 
registrar duties 
1. Stock-piling of splints and repair kits. 
5. Assigning of patients to duties in accord 


ance with their physical abilities. 


Many physical therapists were clinical or pub- 
lic health nurses prior to the time they became 
physical therapists. All physical therapists have 
had experience in hospital programs and have 
had training in the basic 
tive to medical care 


clinical sciences rela- 
Therefore, in addition to 
the responsibilities coming within the scope of 
their normal activities, the physical therapists 
would be able to assist the medical technician 
with immunizations, taking blood, blood pres- 
checks, giving 
assist the public health nurses with general care 
of patients with orthopedic and general disabili- 
ties 

The committee felt that a training period of 
about five days would be helpful for physical 
therapists recruited for the inactive reserve corps. 
It was suggested that the following might well be 
included in such a course: 


sure hypodermics, and could 


1. Orientation to Public Health administra- 
tion in relation to the disaster plan. 
Technics of water purification, decon- 
tamination, and life-saving could be 

demonstrated, 
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Medical technician procedure technics. 
3. Improvisation and repair of braces, and 
splints. 


1. Orientation to disaster medicine. 


». Review of patient classification. 


Miss Beatrice Woodcock was killed in an auto- 
mobile collision in Santa Barbara, California. 
on April 12, 1955. 

Miss Woodcock who had been a member of 
the Association since 1926 and the Northern Cali- 
fornia Chapter since 1941 was well known in the 
profession for her work and publications on 
scoliosis. She was born in England where she 
completed nurses training. After coming to this 
country she studied physical therapy at Chil- 
dren's Hospital in Los Angeles. 

She became interested in scoliosis while a di- 
rector of physical therapy at the University of 
lowa under Dr. Arthur ‘Steindler. Miss Wood- 
cock had been director of several physical therapy 
departments including that of the Children’s 
Orthopedic Hospital in Seattle and had taught 
at the Children’s Hospital in San Francisco. 

Her book Scoliosis, The Practical Approach to 
Treatment was published by the Stanford Uni- 
versity 1946. 

At the time of her death she had been planning 
to close her office 


> 
ress in 


in San Francisco and wished 
to devote her time to teaching. 


Mrs. Franees M. Le Compte of Waukegan. 
Illinois, passed away on December 26, 1954. She 
had been a member of the Association since 1046 
when she received her physical therapy certificate 
from the Mayo Clinic. She had served as physical 
therapist for the Crippled Children’s Society of 
Palm Beach County, Florida: St. Frances Hos- 
pital, Evanston, Illinois; and most recently, in 
the office of Dr. Frank Glassman, orthopedist in 
Chicago. 

She was a member of the Illinois Chapter. 


The following three Association members, who 
were members of the Pennsylvania Chapter, re- 
cently passed away: 

George Buchanan 
Trenton, N. J. 

Mildred Hollenbach 
Allerton. Pa. 

Kathryn Roeschen 
Philadelphia, Pa. 


Member since 1929 
Member since 1946 


Member since 1926 
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Chapter News 


Alaska 


On petition of five members the Board of Di- 
rectors voted to grant a Charter to the newly 
formed Alaska Chapter. There are 8 active and 
1 inactive members in Alaska. Officers include: 


President, Vera Johnson, Portage 
Secretary, Mrs. Carmen Montgomery, 1336 
6th Ave., Anchorage 


Nevada 


The Nevada Physical Therapy Practice Act 
became law when it was signed by Governor 
Russell on March 29, 1955. The passage of this 
law to legally register physical therapists is a 
major accomplishment for the Chapter which 
has 9 active and | inactive members. Every 
member took an active part in obtaining the 
legislation. 


New York 
Southern Tier District 


The New York Chapter recently approved the 
formation of a fifth district. This Southern Tier 
District is comprised of six counties centered 
around Binghamton. Officers include: 


Chairman, Margaret Hogan, 33 Front St., 
Binghamton 

Secretary, Theodora White, 1159 Vestal 
Ave.. Binghamton 


Ohio 


The Ohio Chapter celebrated its 20th Anni- 
versary at the Annual Meeting in Cincinnati on 
April 22nd and 23rd. The program included the 
following 


“Ultrasonics” —-Herman Bearzy, M.D., Di- 
rector of Physical Medicine, Miami Valley 
Hospital 

“The Polio Prevention Program’”—Luey 
Blair, Professional Services Consultant. 
American Physical Therapy Association 

“Vocational Guidance and its Relationship 
to the Activities of the Physical Thera- 
pist’”—Ernest Fleischer, Chairman, Adult 
Vocational Advisory Board, UCPA, Ine. 


Tennessee 


lennessee became the twenty-second state to 
provide legal registration for physical therapists 
when, through the activities of the Chapter and 
party ularly the Middle Tennessee District. the 
Physical Therapy Practice Act was signed by the 
Covernor, 


Second World Congress 
Early Birds’ Contributions 


The immediate response in chapter contribu- 
tions toward support of the Second (¢ ongress of 
the World Confederation for Physical Therapy 
has been a significant indication that members of 
the Association are anxious to accept the great 
challenge that has been placed before them. The 
task of sponsoring an international congress is 
tremendous and one that cannot be accomplished 
without the zealous efforts of all concerned. 

As you know, the Board of Directors has sug- 
vested that each chapter raise as a minimum 
contribution the eqivalent of a dollar per mem- 
ber by January, 1956. To quote Miss Nesbitt, 
our President, who in turn quoted the U.S. Post 
Oflice slogan, “Mail Early and Often.” 

Chapters, take note! The Southern Oregon 
District was the first to respond with the grand 
total of 152 per cent and the Delaware Chapter 
followed quickly with a 107 per cent contribu. 
tion. This sets a high record indeed and we 
would be interested in their method of fund 
raising. 

Remember—“Mail Early.” Start it off by get- 
ting your chapter's name on the list. Then “Mail 
Often” to make the amount grow. Watch the 
Review each month to keep up with your 


progre ° 


Delaware Chapter 107% 
District of Columbia 9% 
Louisiana Chapter 58% 
Maine Chapter A 
Southern Oregon District 152% 
Utah Chapter HAY 


Special mention should go to members who are 
assigned in Germany with the Army. This small 
group reached the 200 per cent mark. We sin- 
cerely hope they will be back in the States and be 
among those present in 1956, 


Captain Ethel Coeling Lt. Jeanne Morris 

Captain Martha Fason Captain Velma Lee Powell 

Captain Margaret P. Ladd Captain Betty Snyder 
Lt. Patricia Wakefield 
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June 19th 
9:00 a.m. to 
5:00 p.m. to 


June 20th 
9:00 a.m, to 
10:00 a.m. to 


2:00 p.m. to 


a.m. to 


2:00 p.m. to 
6:00 p.m. to 
7:30 p.m. 


2ord 
9:00 a.m. to 
2:00 p.m, to 


p.m, to 


JUNE 19th to 25th 
“Meet me in St. Lota” 


Business Meetings and Program Schedule 


CONFERENCE 1955 


Jefferson Hotel 


June 17th and 18th 


5:00 p.m. 
6:00 p.m. 


12:00 noon 
12:00 noon 


5:00 p.m. 


5:00 p.m. 


12:00 noon 


5:00 p.m. 
7:30 p.m. 


12:00 noon 
5:00 p.m. 


Board of Directors Meetings 


School Section 
The Blue Note Mixer — Eastern Missouri Chapter, Host 


Registration 


Group Meetings — Veterans Administration, Official Crippled Children’s Programs, 
Crippled Children’s Societies, Self-Empleyed, Arthritis and Rheumatism Foundation, 
State Examining Committees 


Opening Session — Greetings, President’s Address 
Speaker, Charles C. Letourneau, M.D., Director, Program in Hospital Administration, 
Northwestern University 


A Night at the Opera — St. Louis Municipal — Outdoor 
“Wonderful Town” 


House of Delegates 
Introduction to Workshop Technics 


Leader — Earnest Brandenburg, Ph.D., Acting Dean, University College, Wash- 
ington University 


The Workshop Philosophy, Rev. R. A. Johnston, 8. J. Director, Department of 
Speech, St. Louis University 


The Dynamics of Groups — Nathan Kohn, Jr., Ed. D., Director, Nathan Kohn 


Jr. and Associates 
Listening and Understanding, Earnest Brandenburg, Ph.D. 
What are the Characteristics of Success Workshops? Ten group discussions. 


Suggestions and Comments on Workshop Technics — Summary, Robert Haa- 
kenson, Ph.D., Assistant Professor of Speech, University of Missouri 


Scientific Workshops 
Tests Measurements and Evaluation Procedures in Physical Therapy 
Physical Therapy in Orthopedics 
Treatment Procedures in Physical Therapy 
Elements of Administrative Responsibility and Communication 
Physical Therapy within the Framework of Community Agencies 
Interpretation of the Profession and Educational Opportunities 
House of Delegates 
Reception of National Officers 
Annual Banquet 


Scientific Workshops Continued 
Research Section 

Chapter Workshop 

Scientific Movies 


4 
| 
June 21st 
9:06 a.m. to 12:00 noon 
2:00 p.m. to 
’ June 22nd 
| 
7:00 10:00 p.m. 
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June 24th 
9:00 a.m. to 12.00 noon 


2:00 p.m. to 5:00 p.m. Chapter Workshop 


Tue PaysicaL THerapy Review 


Scientific Workshops Concluded 


Visits to local Physical Therapy Departments 


A recess will be scheduled each morning and afternoon to visit exhibits 


Do It Yourself in ‘55 


Yes, it’s true that the ultimate success of the 
St. Louis workshops will depend on you the 
participants in direct proportion to your invest- 
ment of participation. You will be reenforced, 
however, by experts. It is with a great deal of 
pride that we list those experts who will work 
with you in St. Louis. 


Tuesday afternoon 
Leader 


Ernest Brandenburg, Ph.D., Acting Dean, University 
College. Washington University 


Speakers 


Robert Haakenson, Ph.D., Assistant 
Speech, University of Missouri 


Professor of 


Rev. R. A. Johnston, Director, Departmen: of Speech, 
St. Louis University 


Nathan Kohn, Jr., Ed. D., Director of Nathan Kohn 
Jr., and Associates 
Group Leaders 


Charles R. Chapman, Associate Professor of Speech, 
Harris Teachers College and Washington Univer- 
sity 


Rev. Thomas Curry, S. J., Moderator of Speech, St. 
Louis University High School 


Marvin J. H. Knowlen, Lecturer in Speech, Depart- 
ment of Speech, St. Louis University 


Marjorie Rosebrough, Public Relations Officer, St. 
Louis State Hospital 


Helen F. Schwartz, Assistant Director, Jewish Com- 
munity Relations Council 


Theo M. Shea, Associate Director, St. Louis Univer- 
sity Human Relations Center for Training and 
Research, St. Louis University 


Dorothy 9. Weirich, Chairman Speech Department, 
Webster Groves High School 


Wednesday, Thursday, Friday mornings 


Process Observers 


Marjorie Rosebrough 
Dorothy O. Weirich 


Physical Therapy Group Leaders 


Tests, Measurements and Evaluation Procedures 


Group I 


Dorothy Behlow, Senior Physical 


Therapist, Los 
Angeles County General Hospital 


Sue Flowers, Assistant Chief, Department Physical 
Therapy, North Caroline Memorial Hospital 

Helen H. Vaughn, Coordinator of Physical and Occu- 
pational Therapy, District of Columbia Bureau of 
Maternal and Child Health 


Group HU 


Mary Eleanor Brown, Chief Physical Therapist, St. 
Vincent's Hospital, New York City 

Captain Edna L. Dillon, WMSC, Physical Therapist, 
Walter Reed Army Hospital 

Maxine F. Schuldt, Program Director, May T. Mor- 
rison Center for Rehabilitation, San Francisco 


Group Hl 


Catharine Graham, Instructor, Division of Physical 
Therapy, Stanford University 

Miriam Jacobs, Instructor, D. T. Watson School of 
Physiatrics, Division of Physical Therapy 

John Rugaart, Chief Physical Therapist, Division of 
Physical Medicine and Rehabilitation, Henry Ford 
Hospital, Detroit 


Physical Therapy in Orthopedics 


Group IV 


Ruth Anderson, Supervisor of Physical Therapy, De- 
troit Orthopedic Clinic 

Ann Janett, Physical Therapist, Rees-Stealy Clinic, 
San Diego 

Mabel Parker, Orthopedic Surgeon's Office, Orlando 


Group V 


Jean Bailey, Chief Physical Therapist, 
County Hospital 

Dorothy Fredrickson, Director of Physical 
Vanderbilt University Hospital, Nashville 

Ann Martin, Physical Therapist, Georgia 
Springs Foundation 


Milwaukee 
Therapy, 
Warm 


Group VI 


Leo Betzelberger, Supervising Physical 
Kennedy Veterans Hospital, Memphis 

Helen Blood, Physical Therapy Consultant, Children’s 
Health Center, Utah State Department of Health 

Eleanor Westcott, Department of Physical Medicine 
and Rehabilitation, University of Colorado 


Therapist, 


Treatment Procedures in Physical Therapy 


Group VII 


Virginia Badger, Physical Therapist in 
Physical Therapy, Orthopaedic 
ter, Los Angeles 

Sarah Bassett, Head Physical Therapist, The Boston 
Dispensary 

Frances C. Ekstam, Chief Physical Therapist, Riley 
Hospital, Indianapolis 


Charge of 
Rehabilitation Cen- 
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Physical Therapy Within the Framework of 


Community Agencies 


Group Vill 


Clara Arrington, Physical Therapy Consultant, Chil 
dren's Bureau, Department of Health, Education 
and Welfare, Washington, D. C. 

Louise A. Bailey, Physical Therapy Consultant, Na 
tional Society for Crippled Children and Adults, 
Chicago 

Helen KE. Sehwede, Nurse—Physical Therapy Con- 
sultant, DuPage County Health Department, 


Wheaton, Il. 


Elements o} 
Communication 


Idministrative Responsibility and 


Group IX 
Anthony J 


Service, 


White 


DeRosa, Supervisor Physical Therapy 
Burke Foundation Rehabilitation Hospital, 
Plains, New York 
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Daniel Strelnick, Chief, Physical Therapy, Veterans 
Administration Center, Dayton, Ohio 

Major Beatrice Whitcomb, WMSC Career Guidance 
Officer and Chief, WMSC Assignment Section, 
Office of The Surgeon General, Department of the 
Army 


Interpretation of the Profession and Educational 
Opportunities 


Group X 


Lillian Chabala, Instructor, Supervisor of Directed 
Practice, Physical Therapy Department, University 
of Southern California 

Dorothy Hewitt, Educational Consultant, 
Physical Therapy Association 

Agnes P. Snyder, Lieutenant Colonel, WMSC, Chief, 
Physical Therapy Branch, Office of the Chief Physi- 
cal Medicine Consultant, Professional Division, 
Office of The Surgeon General, Department of the 
Army 


American 


You'll meet them in St. Louis 


Official Crippled Children’s Program 


Time: Monday morning, June 20th 

16:00 a.m. to 12 noon 

The Jefferson, Room 7 
The Kentucky Crippled Children’s 
Commission Program by Miss Irene 
Schaper, Supervising Physical Thera- 
vist 
The Indiana Division of Service for 
Crippled Children Program by Miss 
Mary Ferguson 


Program: 


Chairman, 1955 Meeting: 
Mary Eleanor Stout 
Physical Therapy Consultant 
Georgia Department of Public Health 


Societies for Crippled Children 


Physical Therapists employed in societies for 
crippled children are invited to meet with Louise 
Bailey, Physical Therapy Consultant, National 
Society for Crippled Children and Adults, Inc., 
Monday, June 20. 

Suggestions for discussion may be sent to Miss 
Bailey at 11 South LaSalle Street, Chicago 3, 
Illinois. 


Meeting of Self-Employed Members 


Members who are self-employed either full 
time or part time will not want to miss the Con- 


Group Meetings of Physical Therapists 


ference meeting on Monday morning, June 20th 
at the Jefferson, St. Louis. At this time plans for 
further organization will be discussed and a’ re- 
port given by Edward A. Snapp, Jr. of Houston, 
Texas. 


New Arthritis Group at Conference 


The Arthritis and Rheumatism Foundation is 
sponsoring an Arthritis group meeting for the 
first time at the Conference in St. Louis. All 
APTA members working in connection with the 
Foundation’s home care or rehabilitation pro- 
grams or who work primarily with arthritis pa- 
tients are invited to attend on Monday morning 
June 20th. 

Get together with your fellow workers to dis- 
cuss your problems and exchange experiences 
and ideas. For further information and to help 
in planning, please contact Emily E. Mueller, 
Eastern Pennslyvania Chapter, Arthritis and 
Rheumatism Foundation, John Bartram Hotel, 
Broad and Locust Streets, Philadelphia 7, Pa. 


VA Physical Therapists 


All members who are employed by the Veter- 
ans Administration are invited to meet together 
with Mrs. Florence Linduff during the Saint 
Louis Conference on Monday morning, June 20th 
in the Jefferson. 
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Municipal Opera Theatre 


“Wonderful Town” 


Practically packed? Don’t forget cool clothes, 
thinking caps and your vocal cords for the St. 
Louis workshop conference. Your St. Louis area 
friends hope you are feeling “journey proud” 
already! There is no colloquialism that fits their 
peculiar state, but they are ready to weleome you 
cordially and to entertain you joyfully. 

Even if you've got no Louis, come on anyway 
to meet “Ruth” in a “Wonderful Town” 
Leonard Bernstein's, of course! Audrey Christie 
is opening as that enchanting and enchanted New 
York visitor on “our night” at the Muny—-Mon- 
day, June 20th. Perhaps you've seen her on 
Broadway in that role or in “Shady Lady” or “Of 
Thee I Sing.” but she’s coming home to the 
world’s largest stage to sing under the stars in 
June. “Have your tickets ready,” for the SRO 
signs may be up in Forest Park! 

As you leave —relaxed but intellectually stim- 
ulated-—at the close of the 32nd annual confer- 
ence, the members of the Eastern Missouri Chap- 
ter hope you'll have decided you're glad you 
came and that St. Louis is also a “wonderful 
town.” 


A Night at the Opera in St. Louis 


“Wonderful Town,” the musical comedy that 
enjoyed a successful run on Broadway recently, 
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Forest Park, St. Louis 


will be seen for the first time in St. Louis when 
theatre, Mu- 


nicipal Opera, presents it for one week begin- 
ning Monday, June 20, 


the city’s famed outdoor summer 


“Wonderful Town” is based on the Joseph 
Fields-Jerome Chodorov comedy, “My Sister 
Kileen.” Fields and Chodorov, who also wrote 
the book for this musical version, derived the 
idea for the plot from Ruth McKenney’s New 
Yorker magazine stories. Music is by Leonard 
Bernstein, lyrics by Betty Comden and Adolph 
Green. These last three also collaborated on 
“On the Town,” a musical success of some years 


ago. 


The show opened on Broadway on February 
25, 1953, and ran for over 500 performances in 
New York. The plot concerns two girls, Ruth and 
Kileen Sherwood from Columbus, Ohio, who 
arrive in New York to find fame and fortune. 
Kileen, blonde and beautiful, has theatrical 
aspirations, while Ruth, who has a knack for 
discouraging masculine attentions. hopes to be 
Life seems sublime when 
they find a room in Greenwich Village, but then 
their privacy is constantly invaded by strange 
characters looking for the former tenant, Violet; 
the Sixth 
right under their domicile; and there are many 
other complex problems. 


a newspaperwoman, 


Avenue subway is being constructed 


Principal musical numbers include ballads 
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“Never Felt This Way Before,” “A Quiet Girl” 
and “It's Love”; “Ohio,” a novelty tune, and 
tunes “Pass The Football” and “One 
Hundred Easy Ways.” 


comedy 


Conference Speaker 


Rev. R. A. Johnston, S.J. 


Rev. R. A. Johnston, S. J., will discuss “The 
Workshop Philosophy” as part of an Introduc- 
tion to Workshop Technics at our Annual Con- 
ference on June 21st. 


Father Johnston has been Director of the 
Department of Speech at St. Louis University 
since 1946, He is a member of the Speech Asso- 
ciation and is Chairman of the West Central 
Region of the Catholic Theatre Conference. He 
is the author of a High School Syllabus in Speech 
published by Loyola Press, Chicago. His talk 
will bring out the importance of getting people 
to work together in order to find group solutions 
which is the objective of our 1955 Workshop 
Conference. 
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School Section Program 
Jefferson Hotel, June 19 
9:00- 9:30 Registration 


9:30-10:30 Keynote Speaker—John C. 
Ph.D., Director of Mental Health Re- 
search, St. Louis County Health Depart- 
ment, 


Glidewell, 


10:30-10:45 
10:45-12:30 


Intermission 
Workshops 


1. Administration and Stafl Relations 
Beatrice Whitcomb, Coordinator 


2. Kinesiology and Applied Anatomy 
Janet Sessel, Coordinator 


12:30- 2:00 Luncheon 
2:00- 3:45 Workshops 
Continuation of morning session 
3:45- 4:00 Intermission 
4:00- 5:00 Business Meeting 


The School Section officers appreciate the re- 
sponse to the communication sent out in 
November to people who attended the School 
Section in June, 1954. As a result of this co- 
operation, they hope to be able to present a 
program that will be of genuine value and in- 
terest to all members of the School Section. 
Meetings of the Section are open to all APTA 
members interested in education. 


Research Section — St. Louis 


Plans for the Thursday afternoon program 
of the Research and Clinical Studies Section 
include a departure which should be of great 
benefit to those who attend. The following 
tentative program is for your information: 

Status of Functional Activity Testing in The 


United States—Presented by Ruth Cook, May T. Mor- 
rison Rehabilitation Center, San Francisco. 


Factors Influencing Results in Measurement of 
Muscular Forces—Prepared by Willie C. Beasley, Ph.D. 
and Elizabeth W. Yorkdale. 


Movie—“They Can Live Again” narrated by Dorothy 
C. Iddings, Southwestern Poliomyelitis Respiratory Cen- 
ter, Houston, Texas. 


Panel Discussion—“Developing a paper for publica- 
tion using illustrative data.” 


Change in Conference 
Opening Speaker 

Dr. Letourneau will be unable to speak at the 
Conference. We are fortunate in securing Mr. 
Eugene J. Taylor, Assistant Professor of Physi- 
cal Medicine and Rehabilitation of New York 
University College of Medicine, to speak, as he 
is so eminently qualfied to do, on the same topic, 
“The Scope of Responsibilities of the Physical 
Therapist.” 
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Our Conference Exhibitors 
Technical Exhibits 


AMERICAN RESTORATOR, INC. 
New York, New York 


Booth 38 


American Restorator, Inc., manufacturer of the 
RESTORATOR, a U. S. patented physical rehabilitation 
device. The Restorator is attachable to bed, wheel 
chair or straight chair of any type and offers progressive 
resistance therapy for the lower and upper extremities. 
The same apparatus, with a simple attachment, may 
also be used for shoulder exercise. 


A. 8. ALOE COMPANY 
St. Louls, Missouri 


Booth 28 


The A. S. Aloe Company will display and demonstrate 
its full line of Physical Therapy Equipment, including 
the new Aloesonic Ultrasound Generator, the new Aloe 
Stimulator, the Aloetherm and Aloetemp Short Wave 
Diathermy, the Burdick Microtherm, the Hydrocollator 
Hot Pack System, the Vibra Bath and a complete line 
of Ultraviolet and Infra-Red Lamps and Heaters. 


BATROW LABORATORIES, INC. 
Branford, Connecticut 


Booth 35 


Our Laboratories bring to you our latest electronic 
therapeutic equipment and cordially invite you to visit 
and examine our exhibit. We welcome the opportunity 
to serve you and members of your staff in the areas of 
physical medicine and rehabilitation—our technicians 
will be available for your individual or group discussions. 


THE BIRTCHER CORPORATION 
Los Angeles, California 


Booths 29 and 30 


On exhibit will be the full line of Electro-Medical- 
Surgical apparatus featuring the Megason Portable 
Ultrasonic Unit and the famous Hyfrecator. You are 
alse cordially invited to inspect both our Bandmaster 
and Crusader Diathermies and the Vibrabath Hydro- 
therapy Unit. Representatives will be on hand to answer 
all your questions. 


THE BURDICK CORPORATION 
Milton, Wisconsin 


Booth 10 


The Burdick Corporation of Milton, Wisconsin will 
exhibit in Booth No. 10 its complete line of Physical 
Therapy Equipment. New items in the Burdick line 
will include the UT-1 Ultrasonic Unit and the MW-1 
Microtherm. You are invited to visit the Burdick booth 
which will be in charge of Russell Burdick, who is well 
known to many members of your organization. 


S H. CAMP & COMPANY 
Jackson, Michigan 


Booth 27 


S. H. Camp & Company will display the latest develop- 
ments in scientifically designed Supports, incorporating 
the “Magic Web” adjustment. See the new improved 
models, including Plastic Braces, new lightweight 
Prenatal garments, the Lewin Cotton Collar, Camp 
Varco Traction Belt and Head Halter Traction Kit. 
Investigate how Camp Supports can best meet your 
exacting requirements with comfort for your patients. 


CHATTANOOGA PHARMACAL COMPANY, INC. 
Chattanooga, Tennessee Booth 13 


Effective Moist Heat easily applied. Visit our booth 
to see the demonstration of the Hydrocollator. Actually 
try one of these packs on yourself to feel the soothing, 
intensive Moist Heat. The new mobile Model M-2 
Master Unit will be on display. 


THE COCA-COLA COMPANY 
New York, New York 


Booth M 


lee cold Coca-Cola served through the courtesy of 
the Coca-Cola Bottling Co. of St. Louis and The Ceca- 
Cola Company. 


CONITECH, LTD. 
Chauncey, New York 


Booth 2 


Conitech, Ltd. is exhibiting many new developments 
that will be of interest to the physical therapist treating 
patients with respiratory disorders. Among these will be 
a new Portable Aspirator, and a new Abdominal Belt, 
as well as their Technicon-Huxley Chest-Abdomen 
Respirator—both hospital and portable models—and 
Accessories. Be sure to see these new dramatic develop- 
ments. 


DALLONS LABORATORIES, INC. Booth 40 
Los Angeles, California 
ELECTRO-PHYSICAL LABURATORIES, INC. 


Booth 33 
Boston, Massachusetts 


Electro-Physical Laboratories, the pioneer manufac- 
turer of the direct writing electro-cardiograph and the 


Portable Basal Metabolism machine, welcomes its many 
friends to visit its booth to learn about its plans for 


new instruments in connection with the field of physical 
therapy. 


ELECTRO THERAPEUTIC INSTRUMENT CO. Booth 21 
Chicago, Illinois 


Myorasciatron—The electronic automatically con- 
trolled low voltage muscle stimulator. Used in adjunct 
therapy for rehabilitation of atonic muscles in post 
fractures, sprains and strains, dislocations and other 
trauma of the muscle and skeletal system. Automatic 


control enables the busy doctor to give patients benefits 
of stimulating therapy. 


ELGIN EXERCISE APPLIANCE COMPANY 


Booth 1 
Elgin, Hlinois 


The Elgin Exercise Appliance Company cordially in- 
vites your inspection of the Elgin Exercise Unit and the 
Doorway Exercise Units. The Exercise Unit offers a 
facility in which both resistance and range of motion 
can be accurately measured and controlled. The Door- 


way Ensemble is designed to fulfill a need for a practical 
portable device. 


EVEREST & JENNINGS, INC. 


Booths 15 and 16 
Los Angeles, California 


Everest & Jennings will present several new gay 
colors and patterns in upholstery, plus the new elevating 
seat chair. There will be a special convention model 
wheel chair embodying about 30 modifications and 
ACCESSOTICS. 
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FIDELITY CORPORATION 
Dayton, Ohio 


KR. A. FISCHER & CO. 
Glendale, California 


Booth 32 


RK. A. Fischer & Co., Glendale, California, wish to 
present their line of time-tested electro therapy equip- 
ment. New items this year will be the Polydyne, Low 
Volt Therapy Generator, and the new Ultrasound Units 
utilizing Impulse and Surge Technics. 
These units should be of value both for clinical use 
and research. 


Continuous, 


ILLE ELECTRIC CORPORATION 
Freeport, L. L, New York 


Booth 11 


HypromaAssace Susaovua Tuernary Equipment. 
Electric Corporation will demonstrate how the care of 
infantile paralysis, arthritis, and other disabling condi 
tions can be greatly improved by the use of Hydro 
massage Subaqua Therapy Tanks. They will display 
a Mobile Whirlpool Bath with Mobile Adjustable High 
Chair and Paraffin Bath. 


JACUZZI BROS., INC. 
Berkeley, California 


Booth 37 


Jacuzzi Bros., Inc. invites you to a demonstration of 
the Jacuzzi Wamtroot Baru, a truly light, compact 
hydrotherapy unit which in spite of its size, matches 
the output of the highest priced, similarly rated equip- 
ment now on the market and can be used in any type 
therapy tank or tub. 


LA BERNE MANUFACTURING CO., INC. 
Columbia, South Carolina 


Booth 22 


LaBerne will exhibit its standing (walk-off) physical 
therapy table. This table is designed for the treatment 
of polio, paraplegic, and other types of physical therapy 
patients. Incorporated in its design is odjasabl 
footboard, restrainer straps, cervical bar for body trac 
tion, arm sling attachment for arm and hand exercise, 


e- 


crutches for balance and patient instruction. The 
LaBerne Table is electrically operated. 
RK. J. LINDQUIST COMPANY Booth 26 


Los Angeles, California 


lreatment by ultrasound waves will be demonstrated 
at Booth No. 26. Scientific proof will be shown of the 
suitability of this treatment for many diseases. A new 
light-weight portable short wave will be demonstrated, 
as well as the latest technics in muscle stimulation. 
All instruments comply with F.C.C, regulations. 


PAUL J. MANDABACH, INC., DISTRIBUTORS Booth 14 
Chicago, Ulinois 


Many thousands of physical therapists using Exec- 
rican Musee Stimuntarors made in Pausr plant 
attest to ease of operation, economy in use and efheacy 
in therapy. Patient satisfaction in pain relief as adjunct 
therapy in strains-dislocations, muscular atrophy, 
sprains, are reported. Demonstration of Paust Exec. 
rronic Latest, most versatile and effi- 
cient visual power and current strength control. Free 
trial plus wpecial Convention price. 


Booth 9 
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MEDCO PRODUCTS CO. 
Tulsa, Oklahoma 


The Mepcotatorn Stimulator, for the stimulation of 
innervated muscle or muscle groups ancillary to treat- 
ment by massage, is a low volt generator that will 
generate plenty of your interest. Electrical muscle 
stimulation is a valuable form of therapy. Be sure to 
visit our booth for a personal demonstration. 


Booth 36 


PHYSICAL THERAPY EQUIPMENT, INC. 
Ann Arbor, Michigan 


Booth 5 


Texry Taste-——A modern “Therapists Table,” de- 
signed from the answers of physiatrists and physical 
therapists as to the future’s most desired in a general- 
purpose table for modern technics. Has height adjust- 
ment, floor brakes, 2” casters, belted pad, 24” head 
end adjustable to 90°, 13” foot end 45°, neat appearance. 


J. A. PRESTON CORPORATION 
New York, New York 


J. A. Preston Corporation showing selected items 
from their complete line of 1200 items: THe Gurunie- 
SMITH SLING SUSPENSION Appanatus—for the first time 
commercially available in this country; SELF-HELP 
DEVICES for Daily Living: a variety of REHABILITA- 
TION EXERCISE EQUIPMENT; special equipment 
for CEREBRAL PALSY; Diagnostic Apparatus, Low 
Volt Generator and BOOOKS ON PMR. Be sure to 
register for your free copy of our new Catalog # 1056. 


Booths 24 and 25 


RAYTHEON MANUFACTURING COMPANY 
Waltham, Massachusetts 


Booth 23 


The new Raytheon Ultrasonic Therapy Unit, in its 
sremier showing, will be the outstanding feature of 
er ls physical medicine exhibit this year. The 
CMD.-10, newest model of Raytheon’s Microtherm 
(microwave) diathermy unit, along with the new “D” 
director will also be featured. Our representatives will 
be glad to see you and demonstrate their latest develop- 
ments in the field of diathermy and ultrasonic therapy. 


REHABILITATION EQUIPMENT INC. 
New York, New York 


Booth 4 


See the latest “Better Equipment for Physical Medi- 
cine and Rehabilitation.” Adjustomatic Standing 
Table-equipped with adjustable table top height mech 
anism—tilts up to 90 degree angle; New Stall Bars; 
Pulley Weights; Resistive Exercise Equipment. Fze-fit 
Urinal -with cloth support—eliminates thigh straps 
waist belt opens flat for easy attachment—detachable 
snap-on sheath. 


THE RIES CORPORATION 
Pittsburgh, Pennsylvania 


Booth 12 


“Moistaine” equipment delivers safe, comfortable, 
and effective moist heat at the desired treatment tem- 
perature. This physiologically sound procedure increases 
the volume of local blood flow measureably and can 
be applied either locally or generally. Leading physi- 
cians throughout the nation have prescribed it for 
acute and chronic low back strains, arthritis, post 
fracture care, bursitis, polio, and other industrial and 
orthopedic problems. 
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WILLIAM ROCKE CO. Booth 31 
Bloomington, Hlinois 
THERMO-ELECTRIC COMPANY Booth 3 


Cleveland, Ohio 


Dickson Paraffin Baths pioneered and developed in 
cooperation with Cleveland Hospitals where Dickson 
Paraffin Baths have been in continuous use for ten to 
fifteen Mahogany mouldings designed for the 
comfort of the patient. Double control of the melting 


years 


element insures maximum safety. Patented drain. Two 
models will be shown. 
GEORGE C. TONG Booth 39 


St. Louis, Missouri 

lable makes it possible for the 
systemic heat, gravity, oscillation, 
and intermittent or sustained trac- 
may be applied one at a 


ong’s Orthopedi« 
physician to apply 
mechanical massage. 


tion in any position. These 


time, in any combination or all at one time. See this 
compact physical therapy unit. 

THE WHITEHALL ELECTRO MEDICAL CO., INC. 
Passaic, New Jersey Booth 20 


Visit the Whitehall booth for a personal demonstra- 
tion of the Whitehall “One Motor” Mobile Whirlpool 
Bath in which the turbine assembly functions as both 
agitator and emptying device—agitation and emptying 
combined into a single motor driven system. Get the 
complete story on the Whitehali line of advanced hydro- 
therapy equipment. 


Scientific Exhibits 


ARTHRITIS AND RHEUMATISM FOUNDATION 
New York, New York 
Arthritis and Rheumatism 
NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 
New York, New York 
Evaluation of the Vaccine for Poliomyelitis 
NATIONAL SOCTETY FOR CRIPPLED CHILDREN 
AND ADULTs, INC. 
Chicage, Ulineis 
Therapeutic Equipment for Cerebral Palsied Children 
UNITED CEREBRAL PALSY 
New York, New York 
U. C. P. in Aetion 
UNITED STATES AIR FORCE 
Washington, D. C. 
Nailing of Tibia Fractures 
UNITED STATES ARMY 
Washington, D. C. 
Rehabilitation of the Surgical Heart Patient 
VETERANS ADMINISTRATION 
Washington, D. 
Recruitment and Placement Service 
lo interview and interpret VA personnel policies 


Facts About the Conference 


Hotel 


The Jefferson Hotel is entirely air-conditioned 
and is the largest hotel in St. Louis. It ad- 
joins the retail shopping and theater districts. 
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Rates 
Are from $6.00 for a single room and bath. 
Rooms with double bed and bath for two start 
at $9.00. Twin-bedded rooms with bath for 
two start at $11.00. Suites start at $25.00. 


Hotel Reservations 

Reservations are made directly with the hotel. 
Reservation cards will sent out with the 
dues notices. Those who wish to room to- 
gether should send in only one reservation 
including names of all roommates. The num- 
ber of minimum priced rooms is limited and 
the hotel will acknowledge reservations within 
a range dependent upon availability at the 
time of arrival. When single rooms are filled 
the hotel will assign roommates. 


Registration 
Active and Inactive Members $5.00 
Student Members 1.00 
Other Physical Therapy Students 2.00 


Advance registration cards will be sent to 
members with the dues notices. If you do not 
register in advance you must present your 
membership card when you register. 
Physical therapists who are graduates of ap- 
proved schools but not members of the Asso- 
ciation may attend the general sessions on 
introduction by a member and paying a reg 
istration fee of $15.00. 


Workshops 
Scientific workshops are part of the program. 
Refer to the description elsewhere of their 
content. Members may attend only one work- 
shop of three sessions and must register in 
advance for the one of his choice on the card 
provided. 

Exhibits 
The Exhibit Manager is Gordon M. Marshall, 
30 W. Washington, Chicago 2, Illinois. Scien- 
tific exhibit space is assigned by the American 
Physical Therapy Association. 

Opera 
A block of seats has been reserved at the 
Outdoor Municipal Opera for Monday night, 
June 20. Members will order their tickets 
directly by using the order form from the 
April or May issue of the Physical Therapy 
Review (In this issue see page 360). 


Western Section, 
American Congress of Physical 
Medicine and Rehabilitation Meeting 


The meeting on May 18th featured a Sym. 
posium on Poliomyelitis and included panels on 
the following phases: 


“Epidemiology, Bacteriology, and Virology” 
“Medical Aspects” 

“Poliomyelitis—Now and in the Future” 
“Rehabilitation of Polio Patients” 


“The Social, Psychological, Economic, and 


Welfare Aspects of Rehabilitation of the Polio 


Patient 
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Letter from Korea 


The following letter from one of our members, 
who is also an occupational therapist, is a fur- 
ther link in our chain of representatives around 
the globe. Miss Skarin received her certificate 
in physical therapy at Stanford University in 


1946. 


Presbyterian Mission 
136 Yun Chi Deng, Seoul, Korea 


Dear Friends, 


Could anything be more wonderful than being 
in Korea at this time? My answer of course is a 
hearty “no” for God has led me step by step 
through years of preparation into the very kind 
of service | am now privileged to render in His 
Name through the Korea Mission of the Presby- 
terian Church and Church World Service in the 
Korean Amputee Rehabilitation Project (KAR 
as we call it for short). 

\s occupational therapist on the KAR Team 
and incidentally the last member to arrive in 
Korea, | was fortunate in being able to step into 
a well organized below-the-elbow arm-amputee 
training program already started at Severance 
Hospital by Adams, Team Nurse, Seoul 
coordinator and wife of our field representative, 
Dr. Edward Adams. From skill and daily living 
activities such as using knife, fork, spoon and 
cup, an obstacle board with all sorts of gadgets, 
Chinese peg checkers, dart throw and ring toss 
games, writing with chalk and pencil, during this 
past year we have been expanding in the direc- 
tion of handicrafts and prevocational skills such 
as sewing, embroidery, weaving, rug making, 
square knotting, needlework, knitting, crochet- 
ing, decorative arts, bamboo bead craft and flute 
making, modeling, carpentry and woodworking. 
In the near future we hope to develop further 
into such activities as metal work, pouring of 
plastics, leatherwork, and photography. In the 
more distant future, we are hoping to have one 
handed typing for arm amputees who know 
English, and Korean typing for leg amputees. 
We also hope to get looms for weaving on a 
larger scale. 


Sue 


Since November of last year, Mrs. Lee, talented 
wife of Mr. Lee, the Seoul Shop foreman, has 
heen my very capable assistant, making it possi- 
ble to extend our occupational therapy activities 
into the orthopedic and children’s wards as well 
as the amputee hostel. Petite Mrs. Lee is a mis- 
sionary in her own right as she leads morning 
devotions for the arm amputees and teaches the 
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children hymns, prayers and Bible verses. What 
a thrill it is during the day to hear strains of 
the morning hymns echoing down the hall as 
the children practice walking on their new legs 
and as the amputee shop workers make new 
limbs. Many who have come in for new arms 
and new legs have gone out with a new life in 
Christ as well. 

While Thelma Maw, Methodist and KAR Team 
physical therapist is on furlough, I will have 
the double responsibility of directing the work 
of both departments at Severanve as well as giv- 
ing advice and assistance to the Korean nurses 
in charge of the work here and in Chonju and 
Taejon, all of whom have received their training 
from Miss Maw. In order to accomplish this, 
I expect to make regular visits to each of the 
amputee centers, having just returned from one 
such trip during which the Taejon KAR Voca- 
tional School was dedicated on May 25th with 
a big celebration attended by high Korean 
government officials of the area as well as army 
personnel and missionaries. Dr. R. A. Torrey, 
Jr., Director of the KAR Team was especially 
honored with a certificate of commendation from 
the Governor of the province. 

Many of you have been wondering what I've 
been doing since leaving Yale so let me bring 
you up to date with a brief account of happenings 
to date. Landing at Yokohama on March 8th, 
1953, | was met by Mrs. George Adams and 
Danny Tanaka, taken quickly through customs 
and then to Tokyo where I spent one week with 
Mrs. Stanton Wilson and small son, Jackie and 
plunged immediately into the bewildering job 
of studying the Korean language in a class of 
Southern Presbyterian and Canadian mission- 
aries and the Japanese wife of one of our Korean 
teachers. Bewildering because I couldn’t read a 
word of Korean and everything was written in 
Korean letters—and all the rest of the class were 
already proficient in reading. When the language 
school principal, Miss Marion Hartness, decided 
she couldn't stay away from Korea any longer, 
I moved into her small apartment over a garage 
next to the wonderful Adams family who made 
me feel so much at home that | stayed for four 
profitable months of study and fellowship—to 
say nothing of the advantages of getting adjusted 
to the Orient gradually and getting to know a 
little about Japan. 

After a delightful week at Nojiri Lake with 
Rev. Don Powell and Dr. Marian Powell, young 
Canadian missionaries to Koreans in Japan, I 
flew via CAT Airlines to Pusan, Korea and found 
that the messages sent had not arrived and con- 
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sequently nobody was there to meet me. But it 
was an opportune time to arrive as I had the 
enjoyable experience of hearing the Princeton 
Seminary Choir sing again many times in Pusan 
and Seoul as I already had in Tokyo. 

For the past year I’ve been living on the 
Severance Hospital compound with Miss Ada 
Sandell, Canadian, principal of the Severance 
School of Nursing; Florence Piper, R.N., Metho- 
dist, operating room supervisor and Thelma 
Maw, physical therapist. This has been very 
advantageous for my work but has been a dis- 
advantage at times in relation to the mission but 
the kindness and hospitality of the missionaries 
on the Yun Dong compound have helped a great 
deal to remedy this. 

Before | forget, 1 must tell you how proud we 
are of two of our recent arm amputee graduates 
who are being tried out as apprentices in the shop 
and office under the direction of Paul Kingsbury, 
KAR Team limb maker and agriculturist and 
Mr. Lee, shop foreman who is now attending 
night seminary. Both are doing very well, a big 
step toward learning skills for complete voca- 
tional rehabilitation. The thirst for knowledge 
is catching for one of the amputees is also at- 
tending night school in order to complete his 
high school education. Then there is our first 
girl arm amputee and my first patient who was 
in a state of emotional shock when she first came 
in for treatment because of the loss of her arm. 
Seeing that despite her handicap she was a bright 
and talented youngster with an insatiable desire 
for learning. | started her back in school as my 
special project since her mother was dead and 
her father, a farmer and a Presbyterian elder, 
too poor to keep her in school and I saw an 
amazing transformation of personality take y ‘ace. 
Although she has not as yet accepted the idea 
of using a hook for a hand outside of the train- 
ing periods, she has adjusted very well to her 
school life and the hope is that some day she 
may be fitted with a functional as well as a cos- 
metic hand, 

A word about language study here in Korea- 
my tutor is a wonderful person. a seminary 
graduate, wife of a popular Korean pastor and 
evangelist, mother of five fine children, who 
takes time out of a busy schedule to teach me 
for two hours a day, five mornings a week. 
We've had wonderful times of fellowship together 
as well as profitable study times and | have at- 
tended and felt very much a part of their small 
but grown and active Presbyterian Church. 
There I have met outstanding Koreans, doctors, 
lawyers, ministers, professors, teachers and uni- 
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versity students as well as humble, devoted and 
faithful Christians who attend the prayer meet- 
ings held from 4:30 on every morning of the 
year. 

\lthough the teaching of English by new mis- 
sionaries is frowned upon, I started to teach 
a small group of Kyunki High School boys one 
hour a week in addition to one hour for the 
second year student nurses and later for a period 
of six weeks, a group of talented Ehwa Women’s 
University pharmacy and education graduates 
and one Severance Medical College student. 
With Miss Hartness’s permission I have added 
one more hour of teaching the new class of 
twenty-six student nurses making a total of three 
hours per week which is enough. All my Kyunki 
boys from outstanding families, 
father being a colonel in the ROK army and his 
mother one of the finest nurses ever to graduate 
from Severance’s School of Nursing. Another's 


come one s 


father was elected National Assembly representa- 
tive from the Jinto Island district and the father 
of yet another student is the Chief of National 
Police for all of Korea to whose daughter's 
wedding Mrs. Adams and I had the honor of 
being invited. 

Along with all the other missionaries, | too 
have received and distributed many relief pack- 
ages from my home church in Hollywood and 
from other groups as well as from many chap- 
lains out here. In addition I'm serving on the 
station social welfare committee as well as the 
medical committee. 

Until recently, done a great deal of 
entertaining of the Navy doctors serving with the 
Marines who graciously offered their services to 
Severance as well as many other servicemen. At 
times we've had as many as twelve people for 
lunch three times a week and greatly enjoyed 
the fellowship with them even though it involved 
hard work both for us and for the servants. 
They have all been very kind and we miss them 
now that they've gone home. 


The 


we ve 


newly instituted monthly Presbyterian 


Chaplains’ Fellowship retreat and luncheon has 
heen a real inspiration and an eye opener both 
to them and to us for as one of the chaplains 
expressed it he found out that missionaries really 
weren't ogres which he formerly thought them 


to be. The Back Home Christian Fellowship 
which meets every Tuesday night, also will help 
to serve this purpose for the many service men 
who attend. I thoroughly enjoyed being allowed 
to plan and lead the games for the group one 
evening. 


The life of a missionary is much too busy but 


= thee 
4 
fu 
| 
| 
ig 
4 ‘ 
4 
WA, 
is 
. 
ACK 
é 
een: 


Tue Puysica, THerapy Review 


in spite of the busyness, it is correspondingly 
the most fascinating life one could possibly live. 
It is amazing also how we can have that peace 
that passeth understanding even in the midst 
of war because we are continually striving to 
be in the center of God's will in carrying out His 
plans for our lives. In view of this, how insig- 
nificant our troubles seem and how great is the 
compassion that God gives us for the sufferings 
of the Koreans about us and how graciously He 
gives us the means and the strength to do our 
part in alleviating these sufferings and misfor- 
tunes thus helping to make Christ and His love 
real to these people among whom we dwell. 
Sincerely yours, 


Louise Skarin 


(EDITOR'S NOTE--Further word of the work which 
Miss Maw is doing in Korea will be published in a 
future issue of the Review.) 


Armed Forces News 
Army Assignment Changes 


Major Genevieve 5. Beard, WMSC Procure- 
ment Officer, Sixth Army Headquarters, San 
Francisco, will assume new duties as the chief 
physical therapist in the Far East in August. 
She replaces Major Elizabeth C. Jones who will 
return to the States. 

Major Beard has been an Army physical ther- 
apist since her graduation from the Physical 
Therapy Course at Stanford University in 1945. 
She has served at Walter Reed Army Hospital, 
Washington, D. C., as an instructor in the Army 
Physical Therapy Course, Medical Field Service 
School, Fort Sam Houston, Texas, and as assist- 
ant to the chief physical therapist in the Office of 
the Surgeon General. 

Major Beard is a graduate of Cornell College. 
lowa, and was in the WAC from 1943 to 1945. 

Capt. Mildred J. Anderson and Capt. Edna L. 
Dillon have study for their 
masters’ degrees next fall. Captain Anderson 
will major in the field of personnel administra- 
tion and Captain Dillon will attend the University 
of Southern California in the physical therapy 
program. 

Captain Anderson is a graduate of the Uni- 
versity of lowa and of the Army Physical Ther- 
apy Course. She has been an Army physical 
therapist since 1944 and served in Europe for 
fifteen months. 

Captain Dillon is a graduate of American 
College of Physical Education and of DePaul 
University, Chicago and of the Army Physical 


been selected to 
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Therapy Course. She was on active duty from 
1944 to 1948 and returned to the Army in 1950. 


Promotion to Major for WMSC Officers 


The Department of the Army, in its first pro- 
motion list to Major in the Women’s Medical 
Specialist Corps in two years, has announced the 
promotion of three dietitians and two physical 
therapists. The zone of consideration, the same 
as in 1953, included 43 fully qualified officers. 
Selection is on the basis of best qualified. 

New majors are Lelia M. Hendricks 
Katherine Leonard. 

Major Lelia M. Hendricks, of Auburndale, 
Florida, is the Chief Physical Therapist, U. 5. 
Army Hospital, Fort Bragg. N. C. A graduate of 
the University of Michigan, Ann Arbor, and of 
the Army Physical Therapy Course. Walter Reed 
Army Hospital, Washington, D. C.. Major Hend- 
ricks has been an Army physical therapist since 
1938 and served in the Pacific theater during 
World War IL. 

Major Katherine Leonard, of North Miami, 
Florida, is a staff physical therapist at Walter 
Reed Army Hospital, Washington. She is a 
graduate of New York University and of the 
Army Physical Therapy Course, Brooke Army 
Hospital, Fort Sam Houston, Texas. Major 
Leonard has been an Army physical therapist 
since 1944 and has served as Chief Physical 
Therapist, Tripler Army Hospital, Hawaii, as 
well as in hospitals in this country. 


and 


Happy Birthday WMSC, 
Happy Wedding Day 


“Happy Birthday, Happy Wedding Day” was 
the tune for First Army members of the Women’s 
Medical Specialist Corps celebrating its eighth 
anniversary at Governors Island, New York. 

As this youngest member of the six Corps 
team of the Army Medical Service reached a 
lusty eight, one of its prettiest officers, 1st Lieut. 
Alma M. Roberts physical therapist and member 
of the American Physical Therapy Association 
celebrated the occasion by marrying Lt. Col. 
Joseph K. Bayne of Princeton, New Jersey, at a 
traditional military service at 4 P.M. in the Fort 
Jay Chapel of St. Cornelius the Centurion. 

Lieutenant Roberts of Michigan City, Indiana, 
has been the Women’s Medical Specialist Corps 
Procurement Officer of Headquarters First Army 
since April 1954. In addition to recruiting, she 
assisted high school and college vocational guid- 
ance programs, made speeches and personal ap- 
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pearances as a representative of the Corps at 
professional civic, and lay organizations. Colonel 
Bayne is the Division Surgeon of the 3rd In- 
fantry Division at Fort Benning, Georgia. 

The Women’s Medical Specialist Corps served 
the Army through World War I as civilian em- 
ployees. Its members are college graduates 
trained in one of three specialties—dietetics, 
physical therapy or occupational therapy. Dur- 
ing World War II the Army granted them rela- 
tive rank, but rot until April 16, 1947, did Con- 
gress, under Public Law No. 36, officially au- 
thorize the establishment of the Corps as an 
integral part of the Regular Army. 

At the present time the Women’s Medical 
Specialists Corps numbers officers—-213 
dietitians, 202 physical therapists and 108 occu- 
pational therapists. These young officers lead 
global-lives of service in all Army hospitals, as 
well as on the staffs of six continental armies. 

Other members of the Corps stationed at Fort 
Jay are: Capt. Eleanor A. Love of Brookline, 
Mass., dietitian: Capt. Dorothy Ellison of 
Antrim, New Hampshire, physical therapist; and 
Capt. Gertrude Murray, occupational therapist, 
who has just arrived from Fort Benning. Georgia. 


Army WMSC Holds 
First Annual Institute 


The Army Women’s Medical Specialist Corps 


conducted the first Annual Institute for selected 
WMSC officers at Walter Reed Army Medical 
Service Graduate School, Washington, D. C., 
from May 16 through May 27. The purpose of 
the Institute was to provide an opportunity for 
Regular Army and Reserve officers to develop 
increased skill in the principles and practices of 
administration and personnel management, to 
broaden their knowledge of Army policies, pro- 
cedures and regulations pertaining to the Corps, 
and to discuss current professional trends. 

Twelve officers from each of the professional 
sections of the Women’s Medical Specialist Corps 
attended as part of the Corps career pattern. 
Capt. Rosamond Hughes, WMSC, Food Service 
Division, Walter Reed Army Hospital, was the 
Course Director. 

The administration and personnel management 
portion of the Institute was conducted hy Gordon 
L. Lippitt. Assistant Director of the National 
Training Laboratory in Group Develepment, a 
division of the Adult Education Service of the 
National Education Association. In addition to 
participation in the general sessions, the mem- 
hers of the Institute formed small work groups 
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and had an opportunity to practice human rela- 
tions and administrative skills and to discuss 
possible solutions of problems common to the 
group. 

Since the participants were selected because 
of their administrative or supervisory responsi- 
bilities, considerable emphasis was placed on the 
pt ciples and methods of leadership and on 
insight into interpersonal behavior. Off-the- 
record groups closed each day's discussion with 
an evaluation of progress and recommendations 
for changes in future sessions. 

The Army section of the Institute was con- 
ducted by Captain Hughes, Course Director. 
Guest speakers included Colonels Harriet 5. Lee, 
Chief, Women’s Medical Specialist Corps, and 
James T. MeGibony, MC, Commanding Officer, 
U.S. Army Hospital, Fort Belvoir, Va.; Majors 
Daniel R. Kifner, MSC, Bernard Rappaport, 
MSC, and Beatrice Whitcomb, WMSC, and Capt. 
John A. Ey, MSC, from the Personnel Division, 
Office of the Surgeon General. 

The sessions of the Institute directed to pro- 
fessional trends were conducted in three sections. 
The chief of each section of the Corps assigned 
to the Office of The Surgeon General presided 
over her 
Colonels 


own group meetings; Lieutenant 
Hilda M. Lovett, Dietitian Section, 
Agnes P. Snyder, Physical Therapist Section, and 
Helen R. Sheehan, Occupational Therapist Sec 
tion. 

The civilian consultants to the three profes. 
sional sections participated during the two days 
devoted to current professional trends. Alta B. 
Atkinson, Manager of Food Service, Columbia 
lL niversity, spoke on “The Dietitian as an Execu- 
tive.” Mildred Elson, Executive Director of the 
American Physical Therapy Association, 
moderator of a panel for physical therapists and 
spoke on “The Responsibility of the Physical 
Therapist to her Professional Organization.” 
Winifred C. Kahmann, Director, Occupational 
and Physical Therapy, Indiana University Medi 
cal Center, discussed “Procurement Problems” 
with the occupational therapists. 

Col. Clark B. Williams, MC, Chief Physical 
Medicine Consultant, Office of The Surgeon Gen- 
eral, Col. Harold B. Luscombe, MC, Chief, Physi- 
cal Medicine, Walter Reed Army Hospital, and 
other members of the medical staff there partici- 
pated in the physical therapy and occupational 
therapy program. 


was 


Officers attending the Institute who also spoke 
included Major Louise Christman, Major Bar- 
bara Robertson, Capt. Katherine Leonard and 
Capt. Marie Mendler, physical therapists. 
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Pror sions at Brooke Army Medical Center 


Two Brooke Army Hospital physical thera- 
pists were promoted to first lieutenant in cere- 
monies at Brooke Army Medical Center with 
Brig. Gen. Stuart G. Smith, commander of the 
hospital, ofhciating. 

First Lieut. Marian E. Thompson, a graduate 
of Sargent College, Boston University, and First 
Lieut. Mary Evelyn MeNeill, graduate of the 
University of North Carolina, trained as physical 
therapists at the center's Medical Field Service 
School and at the hospital and were assigned to 
the hospital as members of the staff upon com- 
pletion of their training. Both entered active 
duty with the Army in September, 1953. 

Patients of Brooke Army Hospital selected 
Lieutenant McNeill as the hospital’s Professional 
Woman of the Year in January. 


Association Member 
Co-author of Article 


Jay Schleichkorn is co-author with Jack Levine 
of the paper, “A Program of Socialization for 
Cerebral Palsied Adults,” which appeared in 
the February issue of the Journal for Exceptional 
Children. 

Mr. Schleichkorn, formerly with United Cere- 
bral Palsy Association of Nassau County, was 
recently appointed Director of Clinical Services 
for United Cerebral Palsy Associations of New 
York State. 


SHORT TERM COURSES 


(Continued from page 292) 


Workshop in Speech Problems 
in Cerebral Palsy 


Announcement has been received of the follow- 
ing short-term course offered to speech therapists, 
occupational therapists, teachers of exceptional 
children, and physical therapists. 


Name of Course 
Workshop in Speech Problems in Cerebral 
Palsy 
Sponsor of Course 
The Orthopaedic Hospital, Los Angeles, Cali- 
fornia 


Dates of Course 


July 11, 1955—July 22, 1955 
9:00 a.m. to 12:00 noon—1:30 p.m. to 3:30 
p.m.—daily 
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Content of Course 

Lectures, symposia, and panel discussions by 
physicians, sino speech therapists, and 
occupational therapists concerned with the 
cerebral palsy problem. The morning sessions 
will be concerned exclusively with speech prob- 
lems as related to cerebral palsy and will in- 
clude demonstration sessions of both individ- 
ual and group speech training. For further 
information contact the Director of the 
Course: 


Robert Harrington, Ph.D. 
Speech Pathologist 

2400 South Flower Street 
Los Angeles 7, California 


Catholic University 


Announcement of the following short-term 
course has been received: 


Name of Course 


“A Workshop on Individual Differences in Ele- 
mentary and Secondary School Children” 


Sponsor of Course 


Special Education Department, National Cath- 
olic Educational Association 


Location of Course 


The Catholic University of America, Washing- 
ton, D. C, 


Dates of Course 
June 10 to 21, 1955 


Course Content 


Lectures, seminars, films and field trips cover- 
ing the following subjects: the mentally re- 
tarded, the socially maladjusted, remedial 
reading, the emotionally disturbed, mental 
health, testing, the cerebral palsied, child guid- 
ance, psychological diagnosis, administrative 
procedures, and other pertinent topics. 


For further information contact 
Reverend William F. Jenks, C.SS.R. 
Director of the Special Education Department 
National Catholic Educational Association 
The Catholic University of America 


Washington 17, D. C. 
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General News 


Veterans Administration Plans 
Medical Care for Aging Veterans 


Veterans Administration is stepping up a many- 
sided scientific attack on the growing problem of 
providing the type of medical care for aging 
veterans that will enable them to lead useful, 
happy lives with the maximum freedom from 
hospitalization. 

(The Hoover Commission's Recommendation 
No. 11 suggested: “That the Veterans Adminis- 
tration emphasize its program of medical care 
and rehabilitation services for the aging veteran 
eligible for care, in order to reduce the number 
of chronic VA said the need for 
attacking the problem is reflected in the fact that 
while only 584,000 of the present 21,000,000 
veterans are 65 or over, the number of veterans 
65 and over is expected to swell to more than 
7.000.000 within the next half-century. 

At present, nearly 10 per cent of VA's average 
daily hospital patient load consists of patients 
In VA's domiciliaries, or “homes,” 
nearly 31 per 


hed ‘ ases.”” 


65 or overt 
the proportion is much higher 
cent, 

With the prospect that these proportions will 
increase as the number of aging veterans grows 
larger, VA’s approach to the problem of pro- 
viding more effective medical care so as to mini- 
mize the need for hospitalization later is pro- 
ceeding on three broad fronts: 


|. Establishing specific programs and spe- 
cialized facilities for the aged. 

2. Developing trained personnel for the pro- 
grams. 

3. Conducting research in the general area of 
care for the aged. 


Certain VA hospitals have been designated as 
centers and have been equipped and staffed for 
the more effective care and treatment of patients 
suffering from chronic disabilities and d 
such as epilepsy, blindness, deafness, tumors, 
disorders of the nervous system, heart surgery 
cases, paralysis, and the like. 
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Since many of these chronic disabilities and 
diseases affect the aged, the centers are used for 
their care and treatment, as well as for younger 
patients with the same disabilities and diseases. 


Further, to rehabilitate patients with chronic 
disabling conditions and increasing age. VA 
has expanded the former field of physical medi- 
cine to include medical rehabilitation through 
physical, occupational, corrective, manual arts, 
and educational therapies. 

Also, special medical rehabilitation boards 
have been established to achieve the best medi- 
cal, social, emotional, and vocational rehabilita- 
tion plan for the individual patient, both young 
and old, the objective of making him employable 
when he leaves the hospital. 

A new program now is being tested to deter- 
mine whether the chronically ill may be pro- 
vided better medical treatment by caring for 
them as a group in special intermediate beds 
where they may receive a type of medical service 
between that required by the more acutely ill and 
that provided by a domiciliary home. 

This test is being made in five pilot projects. 
If it is successful, it could become of inestimable 
value in the future when the number of chron- 
ically ill and aged patients may be expected to in- 
crease, VA said. 

In the field of psychiatry and neurology where 
many of VA’s aging and aged patients are re- 
ceiving hospital care, the agency is providing 
special facilities in its new mental hospitals to 
provide more effective care for infirm patients. 

These facilities, which contain interiors ar- 
ranged to fit the special needs of aged patients, 
already have been built into six new neuropsy- 
chiatric hospitals and three more are planned for 
the three neuropsychiatric hospitals yet to be 
built. 

In addition, all VA neuropsychiatric hospitals 
are devoting increased attention to the special 
problems of the aged. And several have estab- 
lished special treatment programs which seem to 
hold promise for the more complete medical re- 
habilitation of aged patients. 

VA said it also is broadening its program of 
transferring small groups of carefully selected 
physically ill and aged patients from neuropsy- 
chiatric hospitals to general medical and surgical 
hospitals to provide a wider range of specialized 
medical care. 

Several special research programs, some in- 
volving the use of drugs, are under way for the 
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aged. One of them involves the use of nicotinic 
acid to increase the flow of blood to the brain 
and thereby overcome a common mental malady 
of the aged. Another is testing the effectiveness 
of metrazo! therapy for senile psychotic patients. 
And a third is using tranquilizing drugs to make 
pyschotic patients more amenable to psycho- 
therapy. 

VA psychologists have conducted broad studies 
in a number of hospitals of the characteristics 
and needs of aging and geriatric populations 
which are being used to work out criteria on the 
admission of the aged to mental hospitals. 

Another aspect to the approach of the prob- 
lems of aging patients is provided by VA's social 
service. This service is applying the generally 
accepted principle that aged patients respond 
better to treatment at home or in institutions 
near their homes, friends and relatives. 

Accordingly, social service is placing eligible 
aged patients in convalescent or nursing homes 
or in private homes within their own communi- 
ties. 

Social service is applying this principle one 
step further. From the moment aged patients 
are admitted to VA hospitals, social service seeks 
to maintain the help and interest of relatives and 
friends in these patients so suitable arrangements 
may be available to which the patients may re- 
turn when they are discharged from the hospitals. 

Once aged patients have left VA_ hospitals, 
social service uses the resources of local com- 
munity and health organizations to keep the for- 
mer patients as well as possible and thereby avoid 
further hospitalization. 

VA also uses outpatient care for eligible aged 
patients so they may remain at home with fami- 
lies and friends while they are receiving treat- 
ment. Nurses prepared in the special field of 
public health nursing are stationed at VA out- 
patient clinies to teach the patients and their 
families how to improve their health practices. 
When these patients need home nursing care, ar- 
rangements are made with community public 
health nursing services to provide the care. 

A new service has been instituted in VA hos- 
pitals to help aged patients return to their com- 
munities as self-supporting or partially self-sup- 
porting citizens again. This is the vocational 
counseling service which functions in a two-fold 
manner: (1) to determine what skills and abili- 
ties these patients still may have that are useful 
to industry and society, and (2) to assist in 
placing them in jobs on which they may use 
these skills and abilities. 

As a result of its experience to date with long- 
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term chronic and aged patients, VA has found it 
advisable to start planning for their discharge 
as soon as possible after they are admitted to 
hospitals. This type of planning, VA said, per- 
mits a team-approach to each patient for the 
purpose of providing the most effective medical 
treatment that will lead to his earliest possible 
discharge under conditions which will keep him 
happy, well, and useful and out of hospitals. 

These activities and many others in behalf of 
aged patients, VA said, are believed to be im- 
portant investigations of geriatric and chronic 
disease problems of particular concern to veter- 
ans as a group and to mankind in general. 


Toy Book 


The second edition of the Alpha Chi Omega 
Self Help Toy Book has recently heen received. 
It contains a selection of patterns and directions 
for making therapeutic toys which will teach and 
train as well as entertain. There are a few of the 
most used patterns from the first edition. The 
toys have all been approved by the Professional 
Advisory Committe, set up by the National So- 
ciety for Crippled Children and Adults for the 
Alpha Chi Omega Toy Project. The Committee 
includes: Miss Jayne Shover. associate director 
of the National Society for Crippled Children and 
Adults, speech therapy consultant; Mrs. Elizabeth 
Martin Wagner, occupational therapy consultant; 
Miss Louise Bailey, physical therapy consultant, 
and Mrs. Verna Carlisle Gilson, child develop- 
consultant of the National Society for 
Crippled Children and Adults, Copies may be 


ment 


obtained without charge from the Alpha Chi 
Omega Central Office, 611-619 Chamber of Com- 
merce Building, Indianapolis 4, Indiana. 


Abilities Unlimited 


The National Association of Manufacturers, 
2 Kast 48th Street, New York 17, New York has 
prepared for distribution a “Guide for Employers 
in Hiring the Physically Handicapped.” It was 
written by members of leading industrial firms 
to meet a demand for a sharing of the whys and 
It is for Per- 
sonnel Directors, Vocational Counselors, Physi- 


hows of this successful experience 


cal Therapists and others concerned with rehabil- 
itation of the handicapped. Copies may be ob- 
tained for 50¢ each from National Association of 
Manufacturers. There is a 10 per cent discount 
on orders of ten or more copies. 
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Physical Therapy Programs—1955 


Appnovep sy tHe Counctt on Mepicat Epucation Hosprtacs 
or THe AMERICAN Mepicai ASssociaTION 


DEGREE and CERTIFICATE PROGRAMS—Information on specific entrance requirements should be 
obtained from the schools listed below. Schools offering a degree will accept high school graduates for 
as well as transfer students. A certificate pro- 
gram is a concentrated course of study offered to those who have completed all or most of their under- 
graduate work before —e a major in physical therapy. Graduates of either the degree or certificate 


the four year program leading to a baccalaureate 


programs are equally quali 


Program Program 


California 


School of Physical Therapy 

Childrens Hospital Society 

(Univ. of California at Los Angeles) 
4614 Sunset Boulevard 

Los Angeles 27 


School of Physical Therap 
College of Medical Evangelists 
White Memorial Hospita 
Boyle and Michigan Avenues 
Los Angeles 33 


Department of Physical Therapy 
University of Southern California 
University Park 

Los Angeles 7 


Curriculum in Physical Therapy 
School of Medicine 

University of California 

3rd and Parnassus 

San Francisco 22 


Division of Physical Therapy 
Stanford University 
Stanford 


Colorado 


School of Physical Therapy 
School of Medicine 
University of Colorado 
4200 East 9th Avenue 
Denver 7 


Connecticut 
School of Physical Therapy 


University of Connecticut 
Box U 101 
Storrs 


Ilinois 


Course in Physical Thera: t 
Northwestern University Medical School 
303 East Chicego Avenue 

Chicago 11 


Degree 


Certif- 
icate 


Program Program 


Department of Physical Therapy 
State University of lowa 
University Hospitals 

lowa City 


Section of Physical Therapy t 
University of Kansas Medical Center 
39th and Rainbow Boulevard 

Kansas City 3 


Lovisiana 


School of Physical Therapy 
Charity Hospital of Louisiana 
1532 Tulane Avenue 

New Orleans 12 


Massachusetts 


Department of Physical Therapy t 
Boston University 

Sargent College of Physical Education 
6 Everett Street 

Cambridge 38 


*Course in Physical Therapy 
Rouve-Boston Schoo 

Tufts College 

Medford 55 


* Program in Physical Therapy 
Simmons College 

The Fenway 

Boston 


Michigan 


Curriculum in Physical Therapy 
University of Michigan 

1313 East Ann Street 

Ann Arbor 


*Accepts women students only. 
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Certij- 
Degree 7 Degree icate 
Program Program Program 


Minnesota Per-nsylvania 


‘ - : Division of Physical Therapy 
Therapy School of Auxiliary Medical Services 
102-110 Second Avenue, S.W. University of Pennsylvania 
Rechester 1818 Lombard Street 
Philadelphia 46 
Course in Physical Therapy Division of Physical Therapy t 
860 Mayo Memorial The D. T. Watson School of Physiatrics 
l niversity of Minnesota (In affiliation with the University of 
Minneapolis 14 Pittsburgh) 
Sunny Hill 
Leetsdale 
Missouri 
Puerto Rico 
Division of Health and Hospital 
Services School of Physical and Occupational 
St. Louis University Therapy 
1325 South Grand Boulevard Commonwealth of Puerto Rico 
St. Louis 4 State Insurance Fund 


San Juan, P.R. 
School of Medicine Texas 
Washington University 
660 South Kingshighway Grady Vaughn School of Physical 
St. Louis 10 Therapy 
Baylor University 
University Hospital 


New York Dallas 


Hermann School of Physical Therapy 
*School of Physical Therapy , Hermann Hospital 
Albany Hospital (Russell Sage College) 1203 Ross Sterling Avenue 
New Scotland Avenue 


Houston 5 
Albany 8 Division of Physical Therapy 


Courses for Physical Therapists University of Texas 
Columbia University _ School of Medicine 
College of Physicians and Surgeons Galveston 

630 West 168th Street 
New York 32 


Physical Therapy Division t School of Physical Therap 

School of Education, New York University Baruch Center of Physical Medicine 
Washington Square East and Rehabilitation 

New York 3 Medical College of Virginia 

1203 East Broad Street 

Richmond 19 


Department of Physical Therapy 


Virginia 


Program in Physical Therapy 
University of Buffalo 

2183 Main Street 

Buffalo 14 Wisconsin 


Course in Physical Therapy t 
North Carolina — aa, University of Wisconsin 
Physical Therapy Course 


School of Medicine . S. Army Medical Service 
ee *Physical Therapy Course 
Medical Field Service School 
Brooke Army Medical Center, 
Ohio Fort Sam Houston, Texas and 
Brooke, Letterman and Walter Reed 
Course in Physical Therapy Army Hospitals 
Frank E. Bunts Ed. Inst. Write to: The Surgeon General 
Cleveland Clinic Hospital Department of the Army 
2020 East 93rd Street Washington 25, D. C. 
Cleveland 6 Att: Personnel Division 


*Accepts women students only. 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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Abstracts 


Regeneration of Severed Nerve 
Fibers in the Spinal Cord of the 
Adult Cat. 


Carmine D. Clemente and William 


F. Windle, J. Comp. 101, 
691-732, December 1954. 

T he concept that severed spinal 
cord neurons of mammals are in- 
capable of regeneration was at one 
time firmly established, but recent 
investigations have led to a recon 


sideration of the subject. Histological 
studies of transected 
spinal cords reveal some attempts on 


the part of severed intraspinal neu 
rons to begin regeneration 
certam 
arise in the healing of transections 
of spinal cords of higher mammals 
to curb or completely obliterate these 
capacities If it 
possible to eliminate these obstacles, 
physiological out 
The purposes of 
first, to evaluate the 
significant intraspinal 
neuronal regeneration does not occur 


nfortunately, obstacles 


regenerative were 


a more favorable 
come might result 
this paper are 
reasons why 
spontaneously following spinal cord 
transection in adult cats, and second, 
to report observations on regenera 
tion when more favorable conditions 
are provided, 

There is a discussion of 
pertinent experiments that have been 
carried out in lower forms of animals 
where the regenerating 
nerve fibers involves differentiation of 


some 


potential elements into neurons, Re 
generation in the central nervous sys 
adult 
must depend entirely on the ability 


tem of mammals, however, 
of severed axons to sprout new proc 
In summarizing the literature 
on regeneration in birds and mam 
mals, there is abundant evidence that 
intraspinal neurons can 
begin regeneration. Many reasons 
are proposed for the apparent lack 
of more forceful and continued re- 
generation 

Anatomical studies of the tran 
sected spinal cord were made on 79 
cats. The animals were divided into 
two major categories: 


eases 


severed 


those receiving 
no drug therapy and those receiving 
Piromen or ACTH. Both the control 
and experimental animals were sac- 
rificed at various intervals. As in 
the reports of most previous investi 
gators, it was shown in these experi 
ments that many central nervous 
system neurons possess the inherent 
ability to commence regeneration. In 
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the controls the sprouting nerve 
fibers encountered an impenetrable 
barrier, the pia-glial membrane, and 
turned back; ultimately the regener- 
ative efforts ceased. In the Piromen- 
treated spinal cats, many neuron 
sprouts found no impenetrable bar- 
rier as the lesion site consisted of a 
highly vascular region which did not 
form a dense scar. These neurons 
made their way through the reticu- 
lum of loose connective tissue in the 
lesion site and on into the opposite 
stump. 


Medical Management of the Long 
Term Respirator Patient 


H. N. Neu and H. A. Ladwig, J. 
Curon. Dis., 1:160-167, February, 
1955 


The long term respirator patient 
presents a complex problem in terms 
of medical management. This paper 
presents the problems and the meth 
ods of solution as they are faced at 
the Poliomyelitis Respirator Center 
in Omaha, Nebraska. 


The nutritional status of these 
patients is such that they are very 
thin because of a considerable joss 


of muscle mass, but they have normal 
protein levels and good eating habits. 
The usual vitamin supplements are 
used as well as testosterone in some 
The authors are not im- 
pressed with the importance of spe- 
cial diets. 


instances, 


Hypertension is found in a sur 
prising number of and it is 
postulated that there has been a dis- 
turbance in the hypothalamus or in 
the autonomic 


pathways as they go 
through the reticular structure of the 
medulla. The hypertension does not 
seem to respond to therapeutic agents 
used. Routine blood analyses and 
urinalyses are performed but are 
usually of no particular significance. 
At this center, the pH and the carbon 
dioxide content of the blood as well 
as the carbon dioxide tension is 
being used as an estimate of the 
degree to which the carbon dioxide 
is being ventilated from the lungs. 
One disadvantage to this is the fre- 
quent arterial punctures that are 
required which are painful to the 
patient. The infra-red gas analyzer 
is also in use. 

The most common medical compli- 
cation seen has been that of respira 
tory infection. When this occurs the 
patient is given nebulized Alevaire, 
a detergent aerosol, through a tra- 
cheotomy tube or with an oxygen 
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tent. Frequent suctioning plus use 
of a broad-spectrum antibiotic has 
resulted in satisfactory control of the 
respiratory infections in most pa- 
tients. An exsufflator for the early 
management of infections has also 
been used with a great deal of suc- 
cess in enabling the patients to rid 
themselves of mucus plugs. 

Measures used to increase the 
respiratory capacities of these pa- 
tients are first, to increase the minute 
volume. The patient is put on a pro- 
gressive weaning program in which 
he spends certain periods of the day 
with various types of respiratory aid 
interspersed with periods of no res- 
piratory assistance. Care must be 
exercised so that the patient 
not acquire a state of respiratory aci- 
The second step is to aid the 
patient to “unfreeze” the thorax. A 
number of methods can be employed 
to do this including positive pressure, 
manual chest compression and 
stretching the intercostal muscles. 
Glossopharyngeal breathing has also 
proved beneficial. 

The practical goal for most respira- 
tor patients is to return them to the 
home situation with minimum res- 
piratory aid. The advantage of the 
respiratory center is that it provides 
a pool of trained personnel who, by 
cooperation, can secure better thera 
peutic results. 


does 


What is a Rehabilitation Center? 


Robert L. Bennett, Sourn. M. J., 
18:175-177, February, 1955. 
Encroachment upon the field of 


medicine is net new, and the cap- 
italizing on the attraction of the 
word “rehabilitation” by those un- 
scrupulous persons on the fringe has 
led to much senseless confusion. Over 
the years the term rehabilitation has 
undergone a metamorphosis from the 
rather restricted definition of: “the 
rendering of a _ physically handi- 
capped person fit to engage in a 
remunerative occupation” into a 
broad concept or philosophy of medi- 
cal responsibility to the patient, 
whose disability is irreversible 
through definitive medical care. 

Definitive medical care alone is not 
rehabilitation. Medical care alone 
cannot erase all handicaps or else 
there would be no need for rehabili 
tation of the chronically disabled. It 
is obvious, however, that not all 
chronically disabled persons need re- 
habilitation, nor are all patients able 
to be rehabilitated. 

To determine and obtain maximum 
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benefits of a rehabilitation service, 
the efforts of five distinct fields of 
service are required: medicine, psy- 
chology, social service, education, 
and job placement. Each of these 
fields has a clear cut responsibility 
to the patient and no one of them 
can be said to be more important 
than any other. Efficiency and effec- 
tiveness require a central point from 
which the over-all program can be 
directed and this point may rightly 
be called a rehabilitation center. 

The common denominator of the 
entire program is the disabled pa 
tient. The program must, therefore, 
be under medical supervision be- 
cause only a physician is trained to 
estimate and evaluate the effects of 
living on the primary disability, and 
reasonably forsee the effects of con- 
tinued activity and aging. 

It is the heritage of the physician 
that he treat the whole man rather 
than just his disease. Thus, he must 
assume the leadership in piecing 
together the various components that 
constitute modern rehabilitation. 


Urinary Incontinence in Old 


Persons. 
Sten Eckerstrém, Gentarrics 10:83- 
85, February 1955. 


Urinary incontinence in the elderly 
is a distressing problem. Among the 
various factors which can cause in- 
continence are: (1) local anatomic 
changes, such as partial or total loss 
of the function of the sphincter 
mechanism through trauma or local 
lesions; (2) increased activity of 
the reflex mechanism of the bladder, 
a common phenomenon in old per 
who cerebrovascular 
lesion; (3) lessening of the desire 
to urinate, as the patient has no 
awareness of the filling of the blad- 
der: (4) cerebral clouding without 
any symptoms of vascular lesion. 

As with any other reflex mechan- 
ism, that concerned with emptying 
of the bladder is more easily re- 
trained after a lesion if the patient 
is ambulatory as soon as possible. 
Reeducatiah of the bladder mechan- 
ism is accomplished if the patient 
can be gotten into a sitting or stand- 
ing position for emptying soon after 
the appearance of the incontinence. 

In many chronic or acute 
cystitis is instrumental in maintain- 
ing urinary incontinence. Treatment 
with antibiotics and sulfa have given 
satisfactory results. 

Cystometry may be used in an at- 
tempt to revive the inhibiting fune- 


sons have a 


cases, 
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tion of the certex cerebri on the 
bladder mechanism. The patient tries 
to suppress the desire for urination 
during filling of the bladder. The 
cystometer can also be used as a 
dilatation instrument for a spastic 
bladder. A bladder dilated 
will have lowered tonus for one to 
two weeks. 


actively 


Sporadic (Periodic) Paralysis 
Robert C. 
Med., 252: 
1955. 


Painter, New England J. 
213-216, February 10, 


Periodic paralysis is a disease that 
is usually thought of in 
hereditary (familial) periodic par 
alysis. However, it is suggested that 
it be considered as a 
drome that is hereditary 
(familial), sporadic, or associated 
with other Although this 
syndrome is relatively rare, the mor 
tality is high enough to make early 
diagnosis and treatment mandatory. 

The 
clinical 
episodes of 


terms of 


clinical syn 
variously 


diseases 


syndrome has the following 


characteristics: recurrent 
flaccid muscular par 
alysis; depression or deep 
reflexes: loss of excitability to elec 
trical stimulation of 
muscles; normal sensory perception; 
retention of depres 
sion of serum potassium during at 
tack; and cessation or relief of the 
attack after potassium therapy 

The paralysis may begin in the 
early hours of the morning, the 
patient waking to find that he is 
unable to Variations of this 
type of onset are mentioned. The 
paralysis usually involves only skele 
tal muscle; and 
muscles supplied by the cranial nerve 
remain normal. It is common for 
the paralysis to begin peripherally 
and progress centrally. Attacks may 
last six or eight hours, but they have 
been reported to last as long as seven 
or eight days. Usually the 
develops in the first or second decade 
of life. Frequently the attacks de 
crease in middle life and disappear 
in late adulthood. 

The striking laboratory change of 
hypopotassemia is discussed in rela 


nerves and 


CONSCIOUSNESS 


move, 


smooth muscle 


disease 


tion to the etiology of the syndrome. 
It is suggested that during an acute 
attack of periodic paralysis there is 
a transfer of potassium from the 
blood stream to other body 
tissue, presumably muscle cells. This 
leads to an interesting discussion of 
the mechanism of transfer, the loca 
tion of the defect, and the means of 
control of the disease. 


some 
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Effect of Temperature on Facili- 
tation and Inhibition of Reflex 
Activity. 


Kiyomi Koizuma, J. Laurence Mal 
colm, and Chandler MeC. Brooks, 
Am. J. 179:507-512, De 
cember 1954. 


The purpose of this study was to 
ascertain the eflect of temperature of 
the spinal cord on the facilitation 
and inhibition of reflex activity 
Cats, 


severed, 


in whom spinal cords were 
used in the 
The « xposed cord, roots and 


were experi 
ments 
peripheral nerves were immersed in 
paraflin oil and the cord was 
by susp nded tubes of crushed we 
Afferent nerves were stimulated and 
potentials were recorded from dorsal 
and ventral roots, cord, and 
neuron pool, 


moto 


It was seen that cooling the cord 
within limits down to 25° ¢ 
an increased and prolonged facilita 
tion and inhibition of monosynapti« 
reflexes. Cooling the cord until the 
critical temperature reached 
produced an increase in amplitude 
and duration of the recorded poten 
tials. Temperatures below 25 
a diminution of these 
Likewise, cooling the cord increased 
post-tetanic amplitudes, On the 
other hand, warming the 
temperatures 
Opposite eflects 


caused 


was 


aused 
potentials 


cord to 
had the 
reduction of central 
facilitation and inhibition and post 
tetanic potentiation. 


above nor mal 


Multiple Selerosis—Geographie, 
Thermographiec and Barographic 
Aspects. 


Ben W. Lichtenstein, Am. J 
Paru., 25:84-88, January 1955. 


CLIN. 


Although the specific cause of mul 
tiple sclerosis is unknown, it does 
have distinctive geographic, 
graphic and barographic features 
There is one fact that stands out 
above all others, namely, that there 
is an inverse relationship 
the reported mortality due to mul 
tiple sclerosis and the mean annual 
temperature, Le., the colder the eli 
mate the higher the death 
rate. 

In recent studies of the frequency 
and geographic distribution of mul- 
tiple sclerosis by Kurland and by 
Limburg, the death rates in white 
persons are higher in Canada and in 
northern United States than in the 
South. Studies of the incidence of 
multiple sclerosis in Italy and Turkey 
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are much the same as those of the 
United States. 

The vaseular factor in the etiology 
of multiple sclerosis has appeared 
repeatedly in literature. Petersen 
places emphasis on vasospasm; 
Swank, on the role of dietary fat in 
slowing the capillary circulation; 
Putnam and his associates, on venous 
thrombosis; and others on perivascu- 
lar inflammatory changes. V asospasm 
of the terminal vessels in the central 
nervous wystem could produce anoxia 
and, if prolonged or frequently re- 
peated, could result in ultimate de 
generation of the parenchyma. Vaso- 
spasm may be indicated as the 
contributing factor because of the 
frequency with which the symptoms 
of multiple sclerosis are precipitated 
by unusual autonomic demands, such 
as chilling, mental or physical shock, 
pregnancy, infection, and parturition 

Swank and his associates observed 
a relatively low incidence of multiple 
sclerosis along the coast of Norway, 
high incidence in the rural 
of southern Norway and the 
and mountainous dis 


but a 
areas 
most northerly 
This higher incidence is asso 
ciated with farming and dairying 
The possible role of a high-fat diet in 
sclerosis in 


tricts 


precipitating multiple 
susceptible persons of these areas is 


suggeste d 


Medical Treatment of Osteoarth- 
ritis. 


Howard F. Polley 
Slocumb, J.A.M.A 
1955 


and Charles H. 
157 :489-491, Feb 


ruary 


Objectives of medical or nonsur- 
gical therapy for osteoarthritis are 
symptomatic relief and protection of 
affected joints from misuse. The un- 
complicated development of degen 
erative articular disease as a result of 
ordinary use is known as primary 
osteoarthritis, Secondary osteoarth- 
ritis may occur when joints are in- 
jured either by moderate to severe 
acute trauma, or chronic microtrauma 
such as may result from obesity, 
postural abnormalities, scoliosis, 
howlegs, and knock knees. It may 
weur also with misuse of joints that 
have been damaged by other types 
of arthritis. 


Rest, simple analgesics, and physi- 


cal therapy are used for relief of 
painful periods in osteoarthritis. 
When weight-bearing joints are af- 
fected, complete bed rest may be 
indicated for a few days. Such rest 
should he followed by gradual re- 
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sumption of activity within the toler- 
ance of the affected joints. Rest 
should gradually grow to also mean 
adequate relaxation. 

Analgesics should not be used to 
permit more comfortable misuse of 
affected osteoarthritic joints. Salicy- 
lates are still the favored analgesic. 
They should be used with rest and 
physical therapy. 

Other medical treatments include 
counterirritants, soothing salves, and 
local anesthetic infiltrations. Aspira- 
tion of irritating bloody synovial 
fluid is often helpful. Intra-articular 
use of hydrocortisone rarely is needed 
when rest, salicylates, and physical 
therapy are used adequately. Bene- 
ficial effects from roentgen 
therapy are usually transitory. Gold 
salts are not indicated for osteo- 
arthritis. Systemic administration ot 
cortisone, hydro- 


use of 


corticotropin, or 
cortisone is not advised, 

Another objective of treatment is 
to minimize or avoid misuse of dam 
aged joints. It is helpful if the 
patient understands the disease. It 
is important to avoid or correct pos 
tural abnormalities as much as pos 
sible. Often activities such as stair 
climbing, kneeling, gardening, stand 
ing, and others have to be limited. 

Che value of reduction in weight 
in the treatment of osteoarthritis is 
generally Appropriate 
use of articular supports also may 
be a part of treatment. Some that 
might be included are a firm bed, 
corsets, oxford-style shoes, and canes 
or crutches. 

When conservative 
treatment is inadequate, orthopedic 
surgi al treatment may have to be 
considered, 


ree ognized 


conscientious 


Management of Hip Fracture in 
the Geriatric Patient 


Charles V. Heck, J. Am. Geriatrics 
Soc., 3:113-116, February, 1955 


The management of hip fracture 
in the geriatic patient should aim at 
getting the best functional result in 
the shortest time possible. Three 
broad categories should be consid- 
ered and the problems of each must 
be overcome successfully to reach a 
defined goal. 

An early mental problem met in 
many patients is the profound de- 
pression often brought on by a false 
impression that nothing can be done 
for them. The geriatric patient needs 
reassurance and should be made to 
feel that he has a definite role to 
play to enhance his recovery. An 
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attitude of defeatism on the part of 
both the patient and the physician 
must be avoided. Disorientation and 
emotional lability are not uncommon 
and may result from shock of the 
sudden change in life. 

Physical factors make up the sec- 
ond large category of the manage- 
ment of hip fracture. Circulation to 
the hip joint is generally poor and 
there is little reserve to withstand 
the effects of disease or trauma. 
Osteoporosis is common and may 
arise from a variety of specific or 
nonspecific causes. Cardiac, genito- 
urinary and gastro-intestinal diseases 
are apt to be present. Breakdown of 
the soft tissues, because of their 
inability to withstand pressure, be- 
cause of poor circulation and poor 
elasticity is very apt to occur. The 
surgical approach has done a great 
deal to materially reduce many of 
these problems 

Vocational aspects of the manage- 
ment of hip fracture begin imme- 
diately. The patient should be kept 
as active as possible under existing 
conditions with the aid of physical 
therapy. Bed exerc ise, deep breath 
ing to prevent atelectasis, and early 
use of parallel bars are advocated. 
karly ambulation improves the pa 
tients’ morale, nursing care, 
healing, and maintains 
function of the other Many 
complications are likewise avoided. 


eases 
promotes 
joints, 


Effect of Largactil 
mazine) on Human 
and Electromyogram. 


J. V. Basmajian and A. Szatmari, 
Ancu. Neuron. ano Psyentar., 73, 
224-231, February 1955. 


(Chlorpro- 
Spasticity 


This study comes from the Depart- 
ment of Anatomy, University of Tor- 
onto, and the Ontario Hospital. Pa- 
tients with marked spasticity on 
passive motion of limbs showed dra- 
matic reductions of the spasticity and 
essentially normal electromyograms 
within three minutes following the 
injection of chlorpromazine. The ef 
fect of chlorpromazine on spasticity 
has not been described previously. 
At present its use is restricted to the 
field of anesthesia and psychiatry. 

Preliminary electromyographic 
studies were made on 13 patients. 
In all but two cases the knee jerk 
was used. In one patient it was 
necessary to use ankle clonus and in 
the remaining patient spasticity was 
most marked in the upper extremity, 
so studies were made on the biceps 
brachii. After intravenous injection 
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of chlorpromazine, repeated tests and 
recordings were made at frequent 
measured intervals of time. The re- 
sults showed an immediate complete 
relief of spasticity in 11 of 13 pa- 
tients, with marked, though incom 
plete, improvement in the remaining 
2 patients. The effects lasted about 
two hours and were not related to a 
decrease in consciousness as meas- 
ured by the EEG. Voluntary con- 
tractions were not affected clinically 
or myographically. 

It is hoped that the present study 
will stimulate adequate trials in a 
large number of patients and that 
the drug may find usefulness in a 
variety of situations. It could be 
useful in the retraining and _ re- 
habilitation of patients recovering 
from injuries and other lesions of the 
pyramidal pathway. It may help 
ver present problem of the 
physical therapist in the retraining 
of the spastic paralyzed limb. The 
potential usefulness of chlorproma- 
zine in cerebral palsy is being in- 
vestigated, 


solve the « 


The exact site of activity and mode 
of action of the drug are discussed. 
This gives rise to a general discus- 
sion of the concepts of the patho- 
spasticity and of the me 
chanisms in the spinal cord and brain 
that have been disturbed by an upper 


genesis of 


motor neuron lesion 


Prediction of Maxi 
ing Capacity from T 
Capacity. 


ed Vital 


C. D. Needham, Mary C. Rogan and 
I. MeDonald, Barr. J. Tuperc., 49, 
40-37, January 1955. 


The Maximum Breathing Capacity 
(M. B. C.) test is now widely ac- 
cepted as one of the more reliable 
indexes of the ventilatory aspect of 
pulmonary function; however, there 
are some objections to this test pro- 
cedure. It is particularly exhausting 
to an ill patient. An adequate alter- 
native assessment of ventilatory abil- 
ity cannot be obtained from the Vital 
Capacity (V. C.) as this does not 
take into account the air flow speed. 
Therefore, it is necessary to measure 
the rate at which the V. C. can be 
used. The Timed Vital Capacity 
(T. V. C.) has been shown by many 
to be a better indication of ventila- 
tory function than is the Vital Capa- 
city. The T. V. C. is that volume of 
the V. C. which can be delivered in 
a certain fixed time. 


The purpose of this investigation 
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was to examine the relationship of 
the T. V. C. and M. B. C. not only 
in healthy subjects but also in pa- 
tients suffering from a wide variety 
of conditions affecting the cardiores- 
piratory system. The method as fully 
described in the paper was carried 
out on 623 subjects. The results show 
that a linear relationship exists be- 
tween the M. B. C. and the T. V. C. 
rherefore, it is possible to obtain ap 
proximate “predicted actual” mean 
values of M. B. C. from the T. V. C. 
values. The M. B. C. predicted values 
are sufficiently actual 
values which were obtained in this 
study. The method is easy to carry 
out and only the exertion necessary 
for a V. C. is demanded of the 
patient. 


close to the 


Lumbar Disk Syndrome Caused 
by Malignant Tumors of Bone. 


R. T. Odell and J. A. Key, J. A. M 


\., 157:213-216, January 15, 1955. 


\ report of 19 cases of malignant 
tumors of bone causing lumbar disk 
syndromes is presented in this article 
In 12 of the 19 cases the cause of low 
back pain was due to metastatic car 
cinoma, while the 
symptoms 


other 7 in 

caused by 
spinal cord 
or its appendages. In 11 cases no ab 
normal findings were noted in the 


stances, were 


primary tumors of the 


roentgenograms 


Because of the wide variance of 
symptoms in a large number of peo 
ple treated surgically or 
tively for lumbar disk 
there are a few cases where the diag 
nosis may not be that of an inter- 
vertebral disk The correct 
diagnosis may be one of ankylosing 
arthritis of the lumbosacral spine, 
chronic infections of the lumbosacral 
spine or tumors of the spinal cord or 
its appendages. 


conserva 
syndrome, 


lesion 


Prevention of a few erroneous 
diagnoses is difficult as x rays and 
myelograms do not always afford a 
true picture. But whether the pain 
is caused by the intervertebral disk 
lesions or cancer, it may be relieved 
by treatment. If the surgeon is con 
vinced that surgery is advisable and 
that symptoms are caused by a disk 
lesion, then he should operate 
whether a myelogram or x ray is 
normal or not. The fact that he may 
find a tumor shouid not sway his 
opinion, for he may find an inter 
vertebral disk lesion also. It is there- 
fore possible to repair the lesion and 
afford the patient relief of discom- 
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fort, even though he may not be able 
to control the tumor. 

Lumbar disk symptoms are not 
often caused by bone tumors; proper 
diagnosis is difheult and treatment 
may well be the same in both cases 
of lumbar disk pain. 


The Adrenocortical Response to 
Extensive Burns in Man. 


H. Wilson, R 
Hardy, ANN. 
February 1955 


Lovelace and J. D 
Surne., 141, 175-184, 


The purpose of this investigation 
has define the extent and 
the duration of adrenocortical activ 
ity following extensive thermal burns 
in 12 human subjects 


been to 


The patients 
were put on a fluid and salt therapy, 
and a careful 
was maintained 


record 
Changes in the level 


intake-output 


of adrenocortical function 
with frequent measurements 
of the total eosinophil count and by 


were fol 
lowed 


determining the daily urinary excre 
tion of corticoids and the total neu- 
tral 17-ketosteroids. A brief clinical 
history data of 
This is fol 
comments on the clinical 
course of each patient in relation to 
the laboratory 


and the laboratory 


each patient are 


lowe d by 


wiven 


findings 
these measurements it was 
found that the excretion of corticoids 
is elevated following a burn of any 
significance. This excretion may re 
elevated may 
fall to a normal level; rarely does it 
fall normal, regardless of 
whether the patient dies or recovers, 
Initially there may be a 

crease in the excretion of 
steroids, but the 


main at an level ox 


bee low 


slight in 

l7-keto 
excretion of these 
substances declines in a chronic burn 

in contrast to the 
corticoid In other studies the 
authors have found the level of 17 
ketosteroid excretion to be proges 
sively diminished during a debilitat 
ing illness, but this excretion later 
rises again to normal levels as the 
patient regains strength and weight. 

The total eosinophil count usually 
falls to zero in the course of a few 
hours following injury. This count 
remains at this low level for a vari 
able period of time, depending upon 
the extent of the burn and upon the 
basic response of the patient to in 
jury. It would appear that a pro 
longed severe depression of the total 
eosinophil count following the initial 
injury indicates a poor prognosis. 
An eosinophil count of greater than 
50 cells per cubic millimeter in the 
early stage of the burn is usually 
associated with a favorable outcome. 


excretion of 
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Physical Medicine in Treatment 
of Degenerative Joint Disease. 


Frances Baker, J.A.M.A. 
93, February 5, 1955. 


157: 


492. 


In the 
secondary 


treatment of primary or 
arthritis the importance 
of rest balanced with activity, avoid 


ance of strain, and the need for 
warmth at all times should be em- 
phasized along with correction of 


nutritional factors 

The physician's aim is to prevent 
the progression of the degenerative 
process insofar as possible and con- 
trol the pain resulting from it, to 
combat atrophy, to retain normal 
mobility, to prevent or reduce de 
formity and so to rehabilitate the 
patient to the limit of possibility. 
The physical therapeutic modalities 
used are the triad of heat, massage, 
and exercise 


Degenerative joint disease may be 


present in the cervical spine. Spic 
ules may extend into the nerve root 
canal or the foramina may be nar 


rowed due to the degeneration of the 
Pain 
may radiate over the occiput, to the 
arm, or about the chest 
segmental distribution 


disk and the marginal ridging 


following 
Evidence of 
lower motor neuron involvement may 
be present. In the supine position hot 
packs can be applied, followed by 
manual traction, lateral and 
flexion, and rotation, with 
necessary stretching and resisted mo 
tion. Backward flexion (hyperexten- 
sion) is to be Shortened 
muscles about shoulder 
should be stretched and 
General good postural 
emphasized 
traction is of particular value for 
this patient. The decision 
as to the direction of pull and pound 
tolerance made for each 
radiological studies and 
by clinical test 

The spine responds 
well to postural correction combined 
with abdominal exercises. Range of 
motion in the hip should be checked. 
The hamstrings, abductors, and hip 
flexors act on the pelvis tilting it 
from its normal that 
compensation the 


massage 
forward 


avoided 
the girdle 
exercised 
alignment 
must be Mechanical 
type of 


must be 
person by 


lumbosacral 


position, 80 
has to occur in 
spine 

In osteoarthritis of the hip it is 
well to develop strength through 
resistive exercise and to reduce con 
tractures by means of traction and 
stretching. Manipulation under anes- 
thesia is considered 

The knee frequently fails to fully 
extend and lateral devia 
tion most often toward the varus de- 
formity. It is important to develop 
strength in all muscles controlling 


may show 
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the knee joint. The quadriceps fe- 
moris should be well developed with 
particular attention paid to the vas‘ us 
medialis. 

The treatment by physical medi- 
cine has for its aim the attainment 
of full range of active motion, good 
postural alignment, and good mus- 
cular power. 


Two Joint Muscles of the Thigh. 


J. E. Markee, J. T. Logue, M. Wil- 
liams, W. B. Stanton, R. N. Wrenn 
and L. B. Walker, J. Bone & Joint 


Sunc., 37-A: 125-142, January 1955. 


This is a study of the few muscles 
which act over both the hip and the 
knee joints, the rectus fe- 
morris, mbranosus, semiten- 
dinosus, biceps femoris, sartorius and 
gracilis. In studying the normal 
function of these muscles it was 
noted that the thigh could be flexed 
even though the leg was not being 
extended (rectus femoris), and that 
the thigh could be extended when 
the leg was not being flexed (ham- 
strings). This led to three possibili- 


namely 


ties: (1) the rectus femoris and ham- 
strings do not shorten when they 
might produce undesirable move 


ment at either the hip or the knee 
joint. (2) Other muscles expend 
energy to overcome the undesirable 
action of the femoris and 
hamstrings at either the hip or knee 
joint. (3) The rectus femoris and 
hamstrings can contribute to move- 
ment at one joint without interfering 
with movement at the other joint. 
Evidence for the conclusions reported 
in this paper gathered from 
morphological studies of the afore- 
mentioned muscles in the human and 
from functional studies performed on 
the dog 


rectus 


was 


Movement at two joints can be 
produced simultaneously by all the 
muscles of the thigh which pass over 
two joints. 

Movement at joint only can 
be produced by all of the thigh mus- 
cles in the dog and may also be true 
in the human. These thigh muscles 
are also capable of producing move- 
ment at one joint without offering 
resistance to the antagonist move- 
ment of the other joint. The nerve 
supply to these muscles in the human 
suggests that portion of each 
muscle may shorten while the other 
portion lengthens. 

Fascial attachments play an im- 
portant role in transmitting the 
forces of the semitendinosus, rectus 


one 


one 
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femoris and sartorius. Because of 
these fascial attachments, these nus- 
cles may produce their action on ihe 
hip joint quite independently of 
movement at the knee joint. Like- 
wise, the distal portion of the sar- 


torius and the semitendinosus may 
act on the knee joint without ex- 
tending the hip joint. 

Reciprocal innervation plays an 


important role in the control of the 


thigh muscles and is of the type 
which involves activity of the mus- 
cles acting on the opposite side of 


the joint concerned. Thus the proxi- 
mal portion of the semitendinosus is 
reciprocally innervated in relation to 
the flexors of the thigh; the distal 
portion in relation to the extensors 
of the knee. 

The which act over two 
joints are ideally arranged to parti- 
cipate in certain kinds of force 
couples. When the body weight is 
raised from a chair, some of the ten- 
sion produced by the qt adriceps fe- 
moris can be used by the hamstrings 
to extend the hip joint, even when 
the hamstrings are not shortening. 

Prevention of excessive gliding at 
the knee joint 
function of 


muscles 


appears to be 
two-joint muscles. 


one 


Recovery from “Muscular Dys- 
trophy.” 

F. J. Nattrass, Brain, 77:549-570, 
Part IV, 1954. 

Recorded in the literature are 


cases of patients who were originally 
diagnosed as muscular dystrophy and 
later recovered from this disease 
which is regarded as in 
curable. 


usually 


This paper is a report of 8 patients 
with an original diagnosis of mus- 
cular dystrophy. During 1951-52, the 
patients interviewed and ex- 
amined. Their clinical history was 
obtained from their records and phy- 
sicians. At this time all patients 
had recovered cither completely or 
almost completely. Cases 1 to 4 
were male children and cases 5 to 8 
female children. All had origi- 
nally evidenced signs and symptoms 
of muscular dystrophy such as weak- 
ness of proximal muscles, pseudohy- 
pertrophy of calf muscles and lordo- 
sis. They had difficulty in arising 
from the floor and walked with a 
“waddling gait.” Atypically, how- 


were 


ever, from muscular dystrophy was 
the rapid initial onset of their con- 
were other atypical 
a remittent 


There 
Case 


dition. 
features. 


had 
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course of the disease. Case 1 re- 
ceived nicotinic acid and case 4 
“Pregnyl,” but their improvement 


did not occur simultaneously with 
the beginning of the treatment. 
Cases 2, 3 and 5 evidently improved 
with wheat-germ preparation. The 
author feels that cases 1-5 had a 
primary muscular disease such as 
polymyositis; case 6 had dermato- 
myositis and cases 7 and 8 a form 
of benign congenital myopathy. 

If a patient indications of 
primary muscle weakness, a careful 
should differentiate be 
tween muscular dystrophy and other 
muscular conditions. The prognosis 
is more encouraging and treatment 
is of benefit in the latter. A muscle 
biopsy, examination of the skin, and 
information as to the course of the 
disease will aid in the diagnosis. 


shows 


diagnosis 


Stabilizing Spinal Fusion Follow- 
ing Herniated Disk Removal 
Without Fusion. 


Alfonso Della Pietra, J.A.M.A., 157: 
701-702, February 26, 1955. 


\ report is given of 45 patients 
previously operated on for herniated 
disks, but who had persistent dis 
ability. Previous treatment had in- 
cluded a myelogram, curettage of the 
intervertebral space, without fusion, 
and ambulation without 
shortly after surgery. 

In 4 patients there was some dis- 


support 


order other than disk herniation. 
One later showed evidence of leu- 
kemia, and three had spondylolis 
thesis. Of these 3, 1 had a second 


surgical procedure with arthrodesis 
and a good end-result. Symptoms be 
fore salvage operation included pain 
in one or both legs, some tilting of 
the trunk, slight or marked atrophy, 
and some loss of motion. In addi- 
tion, spasm of the sacrospinalis mus- 
cles ranged from mild to marked. 
Twenty-seven patients had some im 
provement following the excision of 
disk material. However, increase in 
pain occurred when they ambulated 
and returned to work in short periods 
of time. Some referred for 
physical therapy procedures, and 
others advised to wear lumbosacral 
supports. Twelve patients had no re- 
lief after the initial surgery. 

Of the 43 patients, 25 had reex- 
ploration and fusion. Reexploration 
showed that in all cases there was 
massive scar tissue with adherence 
to bony structures. In 4 instances 


were 


the sear tissue involved the dura and 
nerve roots so that mobilization was 
impossible. 


In only 2 cases had re- 
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herniation of disk material occurred. 


Twenty-one have obtained a solid 
spinal fusion, with 15 well and 
asymptomatic. Four have results 


classified as good, but still have some 
pain. 


Clinical Pulmonary Physiology. 
Edward A. Gaensler, New ENGLAND 
J. Mep., 252: 177-184; 221-228; 264- 
271; February 3, 10, and 17, 1955. 

Interest in the clinical application 
of pulmonary physiology has been 
significantly increased in recent years 
with three important consequences. 
In the first place most of the recent 
contributions to knowledge in pul- 
monary physiology have come from 
the clinical laboratory. A second 
development has been a better un 
derstanding of certain pathological 
The third result com 
prises a number of therapeutic de- 
velopments and a changing emphasis 
in the management of certain pul 
monary diseases. 


This review was written primarily 
to summarize these recent 
in pulmonary physiology that have 
from the clinical laboratory. 
Certain older principles and methods 
are restated to provide a suitable 
background Presently accepted 
methods are critically examined, and 
their interpretation and limitations 
emphasized. This paper 
appears in three parts in successive 
An imposing list of 351 refer 
ences is included. 

The first part comprises a classifi 


advances 


come 


extensive 


Issues, 


cation of pulmonary function, types 
of ventilatory insufficiency, two meth 
ods of spirometry, 
discussions of the currently accepted 
lung volumes and a 
dynamic ventilatory maxi- 
mal breathing capacity. The next 
part discusses ventilation and gas ex 
change at rest, exercise tests, breath 
ing reserve and dyspnea index, 
breathing patterns, and the all im- 
portant mechanics of respiration. It 
is emphasized that an analysis of 
breathing requires knowledge of the 
anatomy of the involved 
and an understanding of the stress- 
strain relations of the respiratory 
pump and lungs. The over-all me 
chanical behavior of the respiratory 
system is presented in detail. In the 
final part intrapulmonary distribu 
tion of gas and respiratory gas ex- 
change are desc ribed. Included here 
are the various methods used in the 
analysis of the arterial-blood gas 
composition, arterial oxygen tension, 
arterial-alveolar oxygen difference, 
oxygen diffusion capacity and carbon 


dioxide and pH. 


definitions and 


discussion of 
studies 


structures 
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Capacity of Skeletal Muscle to 
Develop Isometric Tension After 
Prolonged Shortenir 


B. A. Schottelius, J. D. Thomson and 


H. M. Hines, Am. J. Puyston., 179: 
491-494, December, 1954 


It is believed that skeletal muscle 
subjected to prolonged and extreme 
shortening (contracture) becomes 
atrophied and the function of the 
muscle is impaired. 

In these experiments on rats, con 
tracture of the gastrocnemius muscle 
was produced experimentally — in 
three different ways: (1) injection 
of tetanus toxin, (2) tenotomy of the 
insertion of the gastrocnemius, and 
(3) immobilization of the foot and 
leg in the position of plantar flexion 
for 14 days with a plaster cast. The 
other leg of the animal was used as 
the control. The gastrocnemii of the 
3 groups of rats were studied 

After measuring length 
and recording on a myograph iso 
metric contractions resulting 
electrical stimulation, the 
were excised and 


muscle 


from 
muscles 
we ighed 


The results indicated that in all 
3 groups the experimentally short 
ened muscles atrophied and there 


was a marked reduction in the capa 


city to develop isometric tension 


Of the three methods used to pro 
duce muscle shortening, tenotomy 
had the most deleterious eflect on 
function. Atrophy, however, was 
greater after immobilization. Those 
muscles receiving tetanus toxin in 
jection were least atrophied and im 
paired functionally. It was also 
found that the optimal le ngtl for 


maximal tension in tenotomized and 
immobilized muscles was the original 
or preshortened length, 
optimal length for the 
cles was the newly acquired resting 
length 


while the 
injected mus 


Neuritis of Deep Palmar Branch 
of Ulnar Nerve. 


Kenneth R. Magee, Ancu, Nenot 
AND Psycutat., 73, 200-202, Febru 
ary 1955. 


This paper is from the department 
of Neurology, University Hospital, 
Ann Arbor, Michigan. Two cases of 
ulnar with un 
The in 
these two cases lies not 
only in the etiology but also in the 
complete absence of associated sen 
sory loss, the only finding being that 
of atrophy and weaknese of the mus 
cles supplied by the ulnar nerve. 


dysfunction 
usual etiology are described 
terest in 


nerve 


: 
ars: 
J 
Pte, 
= 
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the ulnar 
sensory 
which 


distal forearm 
divides into a dorsal 
branch and a volar branch, 
runs to the wrist, where it crosses 
the transverse carpal ligament. Lat 
eral to the pisiform bone it divides 
into a superficial branch and a deep 
palmar branch. The superficial 
branch supplies sensation to the pal 
mar portion of the little finger and 
adjacent ring finger and also sup- 
plies the palmaris brevis muscle. The 


In the 
nerve 


deep branch is a purely motor nerve 
and supplies the remaining intrinsic 
innervated by the ulnar 
nerve any lesion of the 
peripheral ulnar nerve in which sen 


muscles 
he re fore 


sation is intact must oceur through 
changes distal to the superficial pal 
mer branch of the ulnar 
cause paresis of all muscles supplied 
by the nerve, the site of the 
lesion the short interval 
between the separation of the super 
branch and the 
branch divides to 
supply the individual muscles 


nerve To 


ulnar 
must be in 
fie ial 


eeneseory point 


where the dee p 

The clinical findings in these two 
cases suggest “Occupational Neuritis 
of the Deep Palmar Branch of the 
Ulnar Nerve” as analyzed by Hunt 
in 1908, and first described by Gess 
ler in 1896 
pressure 


\ prolonged history of 
the hy>vothenar 
found in both of the 
felt that 
more fre- 
Also, the dif- 
ferential diagnosis from a more seri- 
ous must be 
considered when no sensory changes 
exist 


against 
eminence was 
patients presented It is 


this syndrome must occur 


quently than reported 


degenerative disease 


Proprioceptive Facilitation Elie- 
ited Through the Upper Extrem- 
ities, Part |: Background. 


A. Jean Am. J. Occur. 
THenary, January-February, 
1% 


Ayers, 
9:19, 


The basic neurophysiological prin- 
ciples and experimental data con 
cerned with proprioceptive stimula 
tion and facilitation are discussed 
in this section, Part 1, of the paper. 
The knowledge derived from these 
data has an application to the treat- 
ment of patients with neuromuscular 
disorders. 

Proprioceptive facilitation means 
an increase in muscular response 
due to impulses reaching the central 
nervous system from proprioceptive 
receptors in muscles, tendons, joints 
and labyrinths. The stimuli affect- 
ing the receptors are tension, move- 
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ment, and stretch. Proprioception 
plays an important role in the con- 
trol and coordination of voluntary 
activity. Neurophysiological studies 
explain how proprioception partici- 
pates in reflex activity and how 
such reflex mechanisms in turn 
enable the organism to better adapt 
to its environment with integrated 
coordinated responses. 

Muscle tension may be facilitated 
by inereasing proprioceptive sensa- 
tion. Subjecting the muscle to 
stretch prior to contraction, or in- 
creasing the resistance to the muscle 

the muscle 
Stimulation of 
muscle in- 
associated 


contraction, increases 
contraction potential 

propricception in 
fluences other 
Therefore, two or more sy- 
facilitate 
other in a motion pattern. There is 
also bilateral facilitation. Muscle 
contraction of the body 
tension on 
exhibited 


one 
muscles 
with it 
each 


nergistic muscles 


on one side 


incre ased le 
the contralateral 
by the crossed extension reflex. Fin- 
ger flexion facilitated by 
applying pressure over the palm of 
the hand and thus eliciting the 
grasp reflex. 


can be 


Early Jo Lesions of Rheuma- 
toid Arthritis. 


J. P. Kulka, D. Bocking, M. W. 
Ropes, and W. Bauer, Arcu. Parn., 
59: 129-149, February, 1955. 

The purpose of this investigation 
was to study the anatomic changes 
in the earliest available joint lesions 
of rheumatoid arthritis in order to 
gain a better understanding of the 
sequence of events in the disease 
Kight cases were carefully 
selected for study; knee biopsies 
were performed from 7 to 9 months 
after the onset of symptoms or signs 
in the respective joints. 

Marked variations from case to 
case and regional variations within 
the joint made comparisons 
difficult. However, earlier and active 
articular differed from the 
classic descriptions of the perman- 
ently deforming stage of rheumatoid 
arthritis in showing a closer resem- 
blance to the type of tissue reaction 
characterizing the subcutaneous nod- 
ules and other systemic lesions of 
the disease. 

A diffuse 


was a 


process, 


same 


lesions 


proliferative 
dominant 


synovitis 
feature in every 
instance. In the two earliest and 
mildest lesions, this reaction was 
confined almost entirely to the in- 
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tima. Typical lymphocytic nodules 
and villous hypertrophy were found 
only in three lesions, all of which 
were of more than 4 months’ dura- 
tion. 

Evidence of more intense and 
localized injury was also a constant 
finding. Such injury was frequently 
superimposed on the diffuse protifer- 
ative but varied indepen- 
dently in its degree of development 
and at times involved the fibrous 
joint capsule or articular cartilage. 
The involved were charac- 
terized by one or more changes which 
are discussed at some length in the 
article. 

Focal or segmental vascular 
changes involving particularly ven- 
ules and capillaries, were associated 
in most instances with both the dif- 
fuse 


process 


regions 


eynovitis and the regions of in- 
tensified injury. The nature 
of these vascular « hanges is also 
disc d 


tissue 


Compliance of Lungs and Thorax 
in Poliomyelitis. 


R. M. Cherniack, J. D. Adamson and 
J. A. Hildes, J. 7: 


375-378, January, 1955 


Ihe extent of respiratory disability 
in poliomyelitis can be usefully 
gauged by vital capacity determina- 
tions but this measurement yields no 
direct information about changes in 
the physical properties of the lungs 
and thorax such as compliance and 
viscous resistance. After studying the 
lung volume of chronic 
respirator patients to externally ap- 
plied pressures developed in a con- 
ventional tank respirator, Affeldt et 
al had previously reported that com- 
pliance of the lungs and thorax was 
markedly diminished. The purpose of 
this paper is to present a modifica- 
tion of the Affeldt method, using 
sustained rather than transient pres- 
sures for inflation of the chest. The 
sustained pressures were obtained by 
allowing the intra-tank (respirator) 
pressure to be developed by a motor 
blower unit and sustained until air 
was no longer being inspired by a 
spirometer. 

The method of sustained pressure 
gives a better measurement of com- 
pliance of the thorax and lungs than 
the transient pressure technic since 
the former method resulted in 
greater lung inflation for the same 
pressure. The difference is probably 
due to the elimination of the element 
of viscous resistance in the sustained 
pressure method, 


responses 


Vol. 35, No. 6 


The results confirm the fact that 
compliance of the lungs and thorax 
is reduced in poliomyelitis. There 
is a rough relationship between the 
decrease in vital capacity and the 
decrease in compliance. 


Osteoarthritis. 


Edward W. Lowman, J.A.M.A. 157: 
487-488, February 5, 1955. 


Osteoarthritis, also known as hy- 
pertrophic arthritis, arthritis def- 
ormans, senescent arthritis, and de- 
generative joint disease, is a disease 
of unknown cause. Degenerative 
joint disease is the commonest type 
of arthritis, accounting for 25 to 30 
per cent of all patients seen in the 
average arthritis clinic. It may occur 
locally in a single joint or it may be 
generalized. In the pathological 
process there is a wearing away of 
cartilage with a reactive proliferation 
of both cartilage and bone. This 
results in mechanical impairment of 
the joint, restriction of the joint’s 
capacity for function, and pain. 

The most important causative 
factor in joint degeneration is agirg. 
This alone account for the 
total picture. Trauma may contribute 
through single or multiple major 
traumatic episodes or, as is more 
frequent, it may produce damage 
repetitively through microtrauma. 
Some things causing trauma may in- 
clude ligamentous deficiency, muscle 
weakness, congenital joint defect, 
obesity, hemiplegia, or unilateral leg 
shortening. 

rhe weight-bearing joints are most 
predisposed to degenerative changes. 
Less commonly, but not infrequently, 
it may involve interphalangeal joints 
of the feet and hands; in contrast to 
rheumatoid arthritis, in which prox 
imal interphalangeal joint 
ment is common and terminal in- 
volvement infrequent. 

The author presents the develop- 
mental pattern of degenerative joint 
disease from the first changes appar- 
ent in the intra-articular cartilage 
to advanced cases in which there is 
fibrous or bony ankylosis of opposing 
bone. 

Degenerative joint disease is a 
local process within joints. No sys 
temic symptoms accompany the dis- 
ease and no abnormal laboratory 
findings are produced. The first 
symptom is usually that of increased 
stiffness within the joint after phys- 
ical exertion. Joint and 
residual stiffness are directly related 
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to activity and relieved by rest. Ulti- 
mately the joint may become so 
deranged that any activity will pro- 
duce pain. Symptoms are worse in 
the evening than in the morning. 
Minimal synovitis and Heberden 
nodes are sometimes present. Cre- 
pitus, decreased range of motion, 
and atrophy of disuse are possible 
findings. Total clinical evaluation is 
the only valid yardstick for manage- 
ment of the individual patient. 


Phenomenon of Relief by Flush 
in Multiple Selerosis. 


Richard M. Brickner, Ancu. Neuro. 
ano Psycntat., 73, 252-240, February 
1955. 


Visual disturbances in multiple 
sclerosis were often associated with 
the constriction in the retinal blood 
Frequently, rapidly acting 
vasodilating drugs promptly reduced 
or abolished the visual disturbances, 
at least temporarily. This effect is 
known as “relief by flush.” In sub- 
sequent studies, it found that 
vasodilating drugs produced prompt 
reduction or abolition of any symp 
tomatic phenomena of multiple 
sclerosis. 

In the present investigation, the 
phenomenon of relief by flush was 
demonstrated with 264 symptomatic 
phenomena in 86 patients. The drugs 
used have been amy! nitrite, COs, and 
histamine phosphate. Occasionally, 
nicotinic acid has been employed, 
and rarely papaverine hydrochloride 
has been given by vein. The effect 
appears with symptoms of up to 
about 10 months duration. Those of 
1 year or not 
ordinarily some 
times for 
not 


vessels. 


was 


more duration do 
show relief, 
spasticity. Sears are of 

influenced; the effect 
could be expected only if lesions, or 


except 
course 


parts of lesions, are not yet scarred 
It is thought that symptoms are re 
versible if the still 
viable but functioning poorly because 
of reduced blood supply. The relief 
occurs within 20 to 50 or 60 minutes 
The immediate, often slightly shock 
ing, effects of the flush must be re 
covered from before the neural relief 
manifest, 

It is postulated that at least one 
factor in the production of the neural 
lesions is deficient oxygenation, re 
sulting from the constrictions. The 
relief of symptomatic phenomena is 
not considered “symptomatic relief” 
but is a basic factor in the patho 
genesis of the neural lesions. 
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It is now possible to plan a reliable 
therapeutic program for the indi 
vidual patient based on the phenome- 
non of relief by flush. Patients 
should be trained in the evaluation 
of simple neurological tests so that 
they can be treated immediately if 
new developments occur 


The Pre-School Hospitalized 
Child with Tuberculosis. 


Eleanor Frome, Am. J. Occup 
Tuerary, 9:15-16, Jan.-Feb., 1955. 


A young child hospitalized with 
tuberculosis faces problems in addi 
tion to that of overcoming his dis- 
ease. These social-psychological prob- 
lems arise due to the fact that he is 
hospitalized for a long time with an 
illness limiting activity during a 
period of life which is normally 
active. His basic desire to play is 
restricted due to requirements of 
rest for cure of his diseased Jung. 
Rather than living in a home envir 
onment and receiving his mother's 
care, he is subjected to strangers 
who lack time and ability to fulfill 
the “mother workers 
in the hospital may find service to 
tubercular patients undesirable and 
also, having fear of the disease, neg 
lect the care of the child. Parents’ 
visits are limited and their 
activity with the patient is restricted. 

This environment, therefore, often 
leads to a problem child 
tional personality. He may be re 
tarded in social relationships: indif 
ferent to people, apathetic, and un 
His behavior is often 

impulsive, and un- 


need. Some 


usually 


an institu 


responsive. 
unpatterned, 
trained 

An occupational therapist working 
in a tuberculosis hospital should 
participate in and encourage a pro 
gram to help alleviate the problems 
of this child 
should be arranged 
education of other personnel and 
creating a “home” atmosphere in 
the ward are of utmost 


Limited play activities 
Attempts at 


importance 


Our Abstractors for Jane 


Members of the Association who 
with the Assistant Editors, prepared 
the abstracts for this month are 

Toni Austin 
Jean Cuthbertson 
Margot Trimble 
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Book Reviews..... 


Treatment of Acute Poliomyeli- 
tis. Edited by William A. Spencer, 
M.D., Medical Director, Southwest- 
ern Respiratory Center; Assistant 
Professor of Physiology and Instruc- 
tor in Pediatrics, Baylor University 
College of Medicine; and other con- 
tributors. Second Edition. Paper. 
Price $3.75. Pp. 134; illus. Charles 
C Thomas, Springfield, Illinois, 1954. 


This syllabus is sponsored by the 
National Foundation for Infantile 
Paralysis, Inc., and edited by Dr. 
Spencer, Medical Director of the 
Southwestern Respiratory Center, 
based on four years of experience at 
the Center in Houston, Texas. It was 
prepared as a teaching aid in co- 
operation with members of the 
various medical disciplines to point 
out the necessity for comprehensive, 
individualized treatment for the com- 
plete care of the poliomyelitis pa- 
tient. Among the contributors are 
members of the Departments of 
Pediatrics, Physiology and Physical 
Medicine of Baylor University Col- 
lege of Medicine and the Southwest- 
ern Respiratory Center, Jeflerson 
Davis Hospital. 

Part | covers the following topics: 
transmission and diagnosis of the 
disease; symptoms and treatment of 
serious polio including indications 
for the tracheotomy and 
respirator and the adjustment of the 
respirator; cardiovascular and auto- 
nomic abnormalities; metabolic and 
pulmonary complications; diet and 
tube feeding; urinary bladder reten- 
tion: nursing care; social, emotional, 
and psychological factors. 


use of 


Part Il deals with postacute and 
convalescent treatment pointing out 
that, following the acute phase of the 
disease, treatment should be directed 
toward enabling each individual pa- 
tient to attain the best possible use- 
ful function within his capabilities. 
There is brief main- 
taining range of regaining 
coordination, strength and 
functional ability, use of assistive 
and supportive devices, and recon 
structive surgery. There is also a 
section on indications for the re- 
moval of the tracheotomy tube and 
on weaning from the respirator. 


discussion on 
motion, 
muscle 


Part III is the appendix and con- 
tains charts and information con- 
cerning pulmonary compartments, 
vital capacity, water and salt needs, 
breathing including glos- 
sopharyngeal breathing, range of mo- 
tion and general evaluation of muscle 
strength with stick figure illustra- 
tions. The use of the vacuum cleaner 


exercises 


to assist the respirator patient in 
coughing is mentioned and informa- 
tion is also given concerning the 
maintenance, operation, and specifi- 
cations of the commonly used tank 
and cuirass respirators and the rock- 
ing beds. 

Part IV is the bibliography and 
gives eight general references in 
addition to sixteen specific ones all 
of which are recent. 

The syllabus has a very concise 
style of presentation. Each page has 
a topic title, a short section in out- 
line form highlighting the important 
points, and a short paragraph of gen- 
eral discussion. The heading of each 
page and other key captions are 
printed in large, black type making 
it easier to locate individual topics 
since there is no index. The second 
edition is almost identical to the 
first in content and method of pres- 
entation; the type of this edition is 
clearer, however, and the size of the 
pages is smaller. 

Although the title of the syllabus 
refers to the general field of acute 
polio, the material deals almost ex 
clusively with the respirator patient. 
Some subjects are covered too briefly 
and incompletely and, as the editor 
points out, the section on respiratory 
equipment does not include all types 
of respiratory equipment available 
since not all types are used in a 
single center. This explains the omis- 
sion of intermittent positive pressure 
devices. To the knowledge of this 
reader, there is no other single book 
containing the desired information in 
this field and it will be most helpful 
to those who are responsible for any 
phase of the care of the respirator 
patient. 


How to Help Older People. A 
Guide For You and Your Family. 
By Julietta K. Arthur. Introduction 
by Wilma Donahue, Ph.D. Cloth: 
Price $4.95; Pp. 500. J. B. Lippin- 
cott Co., Philadelphia, 1954. 


This book is a practical encyclo- 
pedia for everyone. It has discus- 
sions, references, and source mate- 
rial concerning every obvious prob- 
lem or question about the aging, and 
also common problems 
which might not be thought about 
until a person or his family is 
brought face to face with them. It 
presents subjects of prevention as 
well as suggestions as to solutions. 

The majority of families today 
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consist of at least one older member 
living alone or with his younger rela- 
tives. Social workers, physical, oc- 
cupational and speech therapists, 
vocational counsellors and many 
business men are confronted with 
problems relating to our senior 
citizens. Medical problems — health 
examinations, nutrition, rehabilita- 
tion, msurance, investments, pen- 
sions, living at home or change in 
locale, employment, leisure time ac- 
tivities, are but a few of the subjects 
covered. 

The author has been thorough and 
practical in her approach to every 
subject. She is noted for her thor- 
ough research in her previous writ- 
ings and studies. Although it is most 
valuable to do so, the entire 382 
pages need not be read in sequence. 
Each chapter and subject is com- 
plete in itself and followed by refer- 
ences or further source material. 
There is a most exhaustive appendix 
also, consisting of 100 pages. The 
writing style is easy and concise. 
The medical and sociological infor- 
mation has been presented in a man- 
ner which any lay person can under- 
stand, but which makes it no less 
interesting to a medically trained 
person, 


The Dynamics of Virus and 
Rickettsial Infections. Edited by 
Frank W. Hartman, M.D., Frank L. 
Horsfall Jr. M.D. John CG. Kidd, 
WD. Cloth; Price $7.50. Pp. 461; 
Illus. The Blakiston Co., New York, 
1954. 


This volume contains the papers 
presented at the International Sym- 
posium on the Dynamics of Virus 
and Rickettsial Infections held in 
Detroit, Michigan, in October of 
1953. Thirty-three prominent inves- 
tigators in this field from various 
countries were invited to present pa- 
pers at this meeting. The volume 
also includes the discussion of these 
papers by many additional investi- 
gators. The chief purpose of the 
symposium was to provide for ex- 
change of information and ideas be- 
tween workers in different areas of 
this broad and rapidly expanding 
field. 

The major divisions of the subject 
matter are: 1. Mechanisms of virus 
and rickettsial infections. 2. Ecology 
and pathogenesis of virus and rick- 
ettsial infections. 3. Mechanisms of 
immunity. 4. Laboratory diagnosis 
and 5. Approaches to prophylaxis 
and therapy of virus and rickettsial 
infections. 
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In a volume of this type with many 
authors a detailed review is not pos- 
sible. However, it may be mentioned 
that 20 of the 33 papers dealt chiefly 
with virus infections of man and 
animals, 7 with viruses infecting bac- 
teria, 3 with plant viruses, and the 
remaining 3 with rickettsiae. Much 
of the subject matter is available 
elsewhere, but the chief value of this 
volume is in the integration of the 
material and the many correlations 
made during the recorded discussion 
periods following each group of 
papers. 

There is much in this volume to 
interest not only the laboratory 
worker in this field, but also those 
interested in other phases of the 
problem. The sections on ecology and 
mechanisms of immunity would be 
particularly interesting to persons 
working in any phase of the polio- 
myelitis field, for example, since the 
current problems and directions of 
research in prophylaxis are clearly 
presented. This book would appear 
to lend itself best for use as a general 
reference source for information re- 
garding current investigation in the 
virus field. 


Arthritis and Rheumatism — The 
Diseases and Their Treatment. By 
Charies Le Roy Steinberg, M.D., 
Director of Arthritis Clinic, Senior 
Attending Physician in Medicine 
Rochester General Hospital. Hard 
cover; price $10.00. Pp. 309; illus. 
124. Springer Publishing Co., Inc., 
New York, 1954. 


This textbook written by Dr. Stein- 
burg and five colleagues compre- 
hensively reports the problems in the 
field of arthritis and rheumatism. 
Starting with a vivid, concise review 
of joint physiology complete with 
embryological development Dr. Stein- 
burg goes on to give a most under 
standable account of joint pathology 
indicating the changes concomitant 
with the arthritic and allied diseases. 

Laboratory procedures as a means 
of diagnosis are also adequately cov- 
ered. The various rheumatic condi 
tions and their treatment are fully 
described, including the worthwhile 
effect of and ACTH. To 
this reviewer, from the stand point 
of physical therapy, the most impor- 
tant chapters are the last 
Orthopedic Treatment, and Physical 
Medicine. Under the chapter on 
physical medicine a review of the 
various physical therapy modalities 
and their usage is given competently. 
Sections on diet and lists of thera 
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peutic exercises will be of value to 
every physical therapist. The chapter 
on orthopedic treatment explains the 
value of bed position, use of splints 
and other orthopedic procedures. 

There are 124 illustrations, some 
colored to give emphasis. Glossy 
paper and bold type make for easy 
reading. 

This book should be on the pre- 
ferred list of every physical therapist. 


Man Above Humanity. Psycho- 
therapy and History; A History of 
Mental Healing. By Walter Brom- 
berg, M.D., Director of Psychiatrics 
Clinic, Court of General Sessions, 
New York, U. S. Navy Medical 
Corps; Nevada State Mental Hygiene 
Association; Mendocino State Hos- 
pital, California. Cloth. Price 85.75. 
Pp. 342; illus. J. B. Lippincott, 
Philadelphia, 1954. 


Dr. Bromberg has long been inter- 
ested in the historical-social basis of 
psychiatry and by training and ex- 
perience is well qualified to write 
authoritatively on this subject. This 
work is presented as an “extension 
a rethinking and rewriting” of his 
earlier work, The Mind of Man. \n 
the preface the author states that he 
has endeavored to present the cur 
rents, the movements, and the indi 
vidual figures in the long evolution of 
psychotherapy. This he has 
admirably. 

Since in our present world 
psychotherapy has every- 
body's business from the bartender 
to the diplomat to the psychiatrist, 
every reader should find this book 
both interesting and worthwhile. 
Modern psychotherapy cannot be un- 
derstood unless one has some idea of 
the historical and social basis of all 
that has gone before, for our psychic 
functions and institutions carry ra 
tional and irrational elements which 
are our heritage from many centuries 
of yesterdays. 

The author that the basic 
psychic forces involved in psycho 
therapy are 1) magic 2) faith 3) the 
adaptive tendencies of the human 
organism and 4) intellect. He then 
goes on to tell the fascinating story 
of how these four basic forces have 
been balanced at various times in 
history. Mental healing undoubtedly 
started as a self curative 
based on the adaptive tendencies of 
the human organism and 
tended to others with familiar mental 
difficulties. The history 
from the early days of mental healing 
dominated by magic, through the era 
dominated by faith, through the lat- 
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ter part of the 18th century, when 
psychiatry and psychotherapy were 
established as scientific disciplines, 
and on through the era of the de- 
velopment of modern psychotherapy. 
Current methods of psychotherapy 
are discussed in some detail and the 
author also takes a look into the 
future. In order to present a com- 
prehensive history of mental healing 
the author tells of the roles of saints 
and sinners, witch doctors and 
priests, philosophers and faith heal- 
ers, quacks and medical men in the 
chaotic evolution of the treatment 
of mental disease. 

The book is easily read and can 
provide for the physical therapist a 
better understanding of interpersonal 
relationships and modern therapy. 
It is a survey work of a large field 
and as such it does not attempt to 
present a complete, detailed des- 
cription of the work of any one 
school or individual. A page by page 
bibliography and an index are in- 
cluded in the book. The chapters on 
mental hygiene and on the breadth 
of psychotherapy are particularly 
good, but the work should be read as 
a whole to give a complete picture of 
the interacting forces that have given 
us the present evolution of psycho- 
therapy. 


of Ortho- 
Instructional 


American Academy 
paedic Surgeons; 
Course Lectures. Vol. XI. Pro 
gram Committee on Instructional 
Courses. Edited by Sam W. Banks, 
William A. Larmon, MD. 
Herbert W. Virgin, M.D., Robert 
L. Patterson Jr., R. Beverly 
Raney, M.D. Cloth; Price $12.00. 
Pp. 365; illus. J. W. Edwards, Ann 
Arbor, Michigan, 1954. 


American Academy 
Surgeons presents a 


Fach year the 
of Orthopaedic 
series of Instruction Course Lectures 
at the annual meeting of the Acad 
emy. Each lecture course is pre 
sented by an outstanding authority 
in the individual field. Selective 
courses are then published as a 
combined reference-textbook for the 
benefit primarily of the student and 
practicing orthopedist Most courses 
contain a brief introduction to the 
subject, but background is 
beneficial for best digesting material 
The seope of the 1954 volume is 
broad, covering a variety of ortho 
pedi« and related conditions The 
material is quite specialized, and 
this, will be helpful to 
the physical therapist only to a 
limited extent 
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Dise Lesions and Low Back and Leg 
Pain” is worthwhile. It is concise 
and is documented by statistics to 
prove the author's contentions. How- 
as might be expected, it does 
not give the answer to such a vast 
problem. But it does point up the 
difficulties in the care of patients 
with such lesions. 


ever 


An excellent section on “Extremity 
Wounds” by two well informed Naval 
Medical ofhcers should be interesting 
with 
civilian 
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\ detailed but intricate analysis 
of “The Care of Respiratory Muscle 
Paralysis Due to Poliomyelitis” is 
presented by Dr. Benjamin Farris. 
Perhaps this contains more basic 
respiratory physiology than the 
practicing physical therapist re- 
quires, but the article challenges 
intellect. Much understanding 
of the care of patients requiring the 
respirator will be ob 
tained from this monograph. 
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and well 
numerous X-ray re- 
diagrams, and charts. 
The book is well printed, in double 
column format on semigloss paper 


he volume 1s 
illustrated by 
productions, 


amply 


Human Relations in Action. By 
H. kdmund B8ullis, AB. MA, 
Founder Delaware Human Relations 
Class Program, formerly Secretary- 
General International Commiuttee for 
Wental Hygiene; and Cordelia W. 
Kelly, R.N., B.S... formerly Associate 
Editor of the American Journal of 
Vursing. Paper; Price $1.50. Pp. 86. 
G. P. Putnam's Sons, New York, 


“Since the beginning of time, man- 
kind has tried to solve the problems 
peacefully together and, 
although considerable un- 
doubtedly has made, there is 
sti! a great deal of unnecessary dis 
content and unhappiness in all social 
levels of society.” we 
are reminded by the authors in the 
introduction to the manual, Human 
Relation. in Action, The practice of 
good human relations is recognized 
as being especially vital in hospitals 
and other health agencies where 
professional and nonprofessional per 


of -living 
progress 


sonnel and patients must combine 
their efforts harmoniously and effec 
tively in order to accomplish their 
mission. The purpose for writing 
this hook, according to the authors, 
is to provide an informal text about 
everyday problems in living together 
which will be useful in training pro 
grams for auxiliary workers in hos 
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pitals, in personnel development pro- 
grams in business and industry, and 
in social classes in junior 
colleges, vocational education pro- 
grams, and nursing schools. 

The authors are especially well 
qualified by interest and experience 
in the subject to write such a text. 
Mrs. Kelly has served as head nurse, 
supervisor, assistant superintendent, 
and administrator in a variety of 
hospitals, She is well known in the 
held of nursing 
author of 


science 


education and as 
articles pub- 
ished in professional journals. Col 
onvl Bullis has had a long and dis 
iinguished career in the fields of 
Mental Hygiene and Human Rela- 
tions. He has lectured before state 
and national educational groups and 
he is the author of several books 
and countless journal articles. 

tach of the fifteen chapters pre- 
sents a distinet problem which may 
be studied independently of the 
others. Examples of the chapter 
titles are: “The Importance of Hew 
We Feel,” “Learning to be Like- 
able.” “Do You Get Along Well 
with Yourself?” “Would You Make 
a Good Leader?” and “Making and 
Keeping Friends.” Reading interest 
is added by many pertinent stories 
which illustrate major points. Each 
chapter ends with “Something to 
Think and Talk About,” a list of 
problems and questions to stimulate 
thinking on the part of the reader 
or for use as springboards for dis- 
cussion by study groups. hac h chap- 
ter also includes two or more refer- 
ences in order to provide additienal 
information on the particular sub- 
ject presented in the chapter. 

\ background for understanding 
the problems of interpersonal rela- 
tions is provided in Human Relations 
in Action in a simple and direct 
style. Technical language purposely 
has been avoided so that the con- 
tents may be understood and ac- 
cepted by persons of all ages and 
educational levels. Many of the basic 
principles of interpersonal relations 
are presented in a concise and mean- 
ingful manner along with an abund- 
ance of common sense. 

Because of its brevity and relative 
simplicity, it is felt by the reviewer 
that the book would have its strong 
est appeal and greatest use probably 
among student groups such as stu- 
dent nurses, physical therapists and 
occupational therapists, or among 
elementary groups of workers who 
are just becoming aware of the 
need for the development of their 
human relations skills. Human Rela- 
tions in Action emphasizes the im- 
portance of learning to live with 
others, gives certain basic principles 
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of good interpersonal relations and 
serves as a stimulus for the devotion 
of more effort, study and practice 
in this ever vital subject. 


The Adolescent Exceptional 
Child: A Realistic Approach to 
Treatment and Training. Pro- 
ceedings of the 1954 Spring Contfer- 
ence of the Child Research Clinic 
of the Woods Schools held in New 
fpril 9-10, 1954. Paper. 
Pp. 80. The Woods 
Pa. 1954. 
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contlerence 
Child Research Clinic 
Schools of 


sponsored by the 
of the Woods 
Langhorne, Pennsylvania 
held in New Orleans in April, 
1954, with the purpose of discussing 
realistically the adolescent 
tional child. The entire proceedings, 
as well as an introduction to the pro- 
gram and a listing of available ma- 
terials published by the Woods 
School Clinic, are included in this 
booklet. 
The 
represented not 
of the United but also a 
variety of Under the 
heading of “The Problem of Evalu- 
ation,” Dr. Irwin M. Mareus, of the 
Tulane University Schoel of Medi- 
cine, established a basis for the con- 
ference by describing extensively 
both adolescence and the types of 
feeblemindedness. As a psychiatrist 
he was especially concerned with the 
emotional needs and behavior pat- 
terns frequently accompanying men- 
tal retardation. Chris J. DeProspe, 
Professor of Education, City Col- 
lege, New York, had as his topic 
“Opportunities for the Exceptional 
Child.” After presenting educational 
goals for the mentally retarded, he 
gave a comprehensive list of specific 
jobs which individual mentally han- 
dicapped children are occupying in 
his area. He emphasized both the 
need for more sheltered workshops 
and the fact that there are a variety 
of jobs which can be handled suc- 
cessfully by those with low 1.0. While 
discussing “The Scientific Basis of 
Selection.” Dr. Darrel J. Mase, of 
the University of Florida, urged that 
extensive analyses be made in order 
to place individuals in proper job 
situations. He recommended that 
more and different types of schools, 
shops, and institutions should be set 
up to handle adequately the variety 
of cases of exceptional children. 
“Techniques of Treatment, Training 
and Curriculum Application” was 
the subject presented by Carmelite 
Janvier of the Special Services Di- 
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excep- 


the conference 
various areas 


speakers at 
only 
States 
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vision of the New Orleans Public 
Schools. She quoted the Three R’s 
of the mentally retarded as “Repeti- 
tion, Relaxation and Routine,” and 
dwelled on the importance of a prac- 
tical, realistic school program for 
these children—a program estab- 
lished within the regular school set- 
up wherever possible. 


church, 


ganized labor. 


directly 

The program for the last session 
of the conference was a discussion 
of “The Problems of Placement” by 
a panel of notables who represented 


workers will 


the viewpoints of the parent, the 
business, 
guidance agency, education, and or- 


As reference material the speeches, 
bibliographies and question-answer 
proceedings will 
and informative, particularly to those 
concerned 
handicapped children. 
gain 
from the realization of the earnest- 
ness and extent of the efforts being 


prove 
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made by experts in the field. The 
general tone of the conference as 
revealed in these writings was one 
of professional objectivity and down- 
to-earth realism into which was 
mixed sincere understanding and 
optimism about future progress. 


pediatrics, the 


interesting 


The reviews here published have 
been prepared by competent § au- 
thorities and do not represent the 
opinions of the American Physical 
Therapy Association 


mentally 
Parents and 
encouragement 


with 


Our Book Reviewers for June 


Nila Kirkpatrick Covalt, M.D., Medical Director, 
Rehabilitation Center of Central Florida. 

Donald E. Kambholtz, Physical Therapist, Catta- 
raugus County Department of Health, Salamanca, New 
York. 

Deborah Kinsman, Assistant 
Therapy Department, Vanderbilt 
Nashville, Tennessee. 

Mary Elizabeth Kolb, Instructor, D. T. Watson 
School of Physical Therapy, Leetsdale, Pennsylvania; 
Assistant Editor, Physical Therapy Review. 

Mary Martha MeCurdy, Teacher of 


Physical 
Hospital, 


Director, 
University 


Pre-School 


Home for Crippled 


Cerebral Palsied, D. T. Watson 
Children, Leetsdale, Pennsylvania. 

George Miller, M.D., North Carolina Orthopedic 
Hospital, Gastonia, North Carolina 

Paul F. Wehrle, M.D., Research Associate, Depart- 
ment of Epidemiology, Johns Hopkins University, School 
and Public Health; Attending Pediatrician, 
Baltimore City Hospital, Baltimore, Maryland 


of Hygiene 


Major Beatrice Whiteomb, WMSC Career Guid- 
ance Officer and Chief, WMSC Assignment Section, 
Office of The Surgeon General, Washington, D. C.; 
Associate Editor, Physical Therapy Review. 


Motion Picture Films 


\ complete revised Fourth Edition of “Pro- 
fessional Films” is now in compilation. (The 
frequency and number of future insert pages 
necessary to assure a comprehensive index that 
is continuously current over a period of years 
will be determined by the volume of forthcoming 
productions). It will include new sections pro- 
viding biographical data on authors, and in- 
formation on the audio-visual activities of medi- 
cal schools, dental schools, and postgraduate 
teaching centers. 

Over 28,000 copies of previous editions are in 
use by medical and dental program 
chairmen of state and specialty societies, and 
others here and abroad. The Academy-Interna- 
tional of Medicine provides this audio-visual in- 
formation to the profession-at-large, without 
profit, as one of its contributions toward elevat- 
ing the standards of medical and dental services 
by expediting the dissiminating of the profes- 
sional knowledge. 

You can assist by informing film authors of 
this that they write for 
questionnaires, or by providing film title and 
full name and address of any film author. The 
address of the Academy-International of Medi- 
cine is 601 Louisiana Street, Lawrence, Kansas. 


schools. 


anouncement so can 


Index to Current Literature 


(continued from page 341) 


K. A. Provins. J. Appl. Physiol. 7 
1955 

Vaximum Torque Exerted About the Elbow Joint. K. A. 
Provins and N. Salter, J. App'l. Physiol., 7:393-398, 


January, 1955 


390-392, January, 


Clinical Evaluation of Low-Back Pain and Its Treatment. 
John M. Mennell, Arch. Phys. Med. & Rehab., 36:78- 
87, February 1955 

Surgery in Cerebral Palsy. Lenox D. Baker, Arch. Phys. 
Med. & Rehab., 36:88-93, February 1955 

Influence of Centripetal Rhythmic Compression on Lo- 
calized Edema of an Extremity. K. G. Wakim, G. M. 
Martin and F. H. Krusen, Arch. Phys. Med. & Rehab., 


46:98-103, February 1955 


C. Nubbe, Am. 


Community Preparation for Disaster. ¥. 
62-08, January, 1955 

Appel, F. Dougherty, 
S. Segal, Arch. Int. Med., 95: 


J. Nursing, 55 
Scleroderma. A. Salomon, B. 
J. A. Herschfus and M 
103-111, January, 1955. 
Career Day Offers Something for Everyone. W. UW. Hunt, 
Mod. Hosp., 84: 65-67, January, 1955, 
Permanent Disability Evaluation. FE. P. 
fornia Med., 82: 35-38, January, 1955. 
Vursing Responsibilities in Rehabilitaton. Welen Harti- 
van, Nursing Outlook, 2: 649-651, December, 1954. 
Evaluation of Pain. J. W. White, Hawaii M. J., 14: 
%-38, September4 Jetober, 1954. 


A. R. Valle, Am. J. Surg., 89: 


Welch, Cali- 


{genesis of the Lung 
90-100, January, 1955. 
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Classified WANT-ADS 


WANTED: Male or female physical therapist for 225- 
bed general hospital. Must be member of American 
Physical Therapy Association and/or American Registry 
of Physical Therapists. Salary commensurate with 
experience. Apply Personnel Director, Petersburg Gen 
eral Hospital, Petersburg, Virginia. 


QUALIFIED PHYSICAL THERAPIST for new depart- 
ment in expanding 400-bed city-county hospital. Position 
includes treatment on all services, inpatient and out- 
patient. Six paid holidays, two weeks’ paid vacation, 
5-day work week. Apply: Director of Physical Therapy, 
Robert B. Green Memorial Hospital, 515 Morales St., 
San Antonio, Texas. 


PHYSICAL THERAPISTS-650-bed hospital in central 
California. Good starting salary; 40-hour week; liberal 
vacation, holiday, and sick leave plan. Apply Personnel 
Office, 510 E. Market St., Stockton, California. 


New 50-bed CRIPPLED CHILDREN’S HOSPITAL 
needs qualified physical therapist to head department. 
Excellent equipment and facilities in congenial surround- 
ings. Liberal pay and personnel policy, 40-hr. week. 
Write Administrator, Crippled Children’s Hospital, 200 
Henry Clay Ave., New Orleans, La. 


QUALIFIED SENIOR THERAPIST for outpatient re 
habilitation center serving Westchester County. Salary 
commensurate with experience. Contact Eugene Mos 
kowitz, M.D., Director, Mobility, Inc., 10 Heatherbloom 
Road, White Plains, New York. 


ADDITIONAL PHYSICAL THERAPIST NEEDED. 
Well equipped department for children and adult re 
habilitation. Treatment provided for the physically 
handicapped children attending dayschool at Center, 
and to others on an outpatient basis. Expansion of pro- 
gram depending on staff. Five-day week, paid vacation 
and sick leave. Social security. Salary open. Apply: 
Junior Orthopedic Center, 1219 Dunn Ave., 
Daytona Beach, Florida 


REHABILITATION Center: Requires two therapists, 
supervisory-working and staff levels 
age range, all types of 


Service 


Center serves wide 
neuromuscular and musculo- 
skeletal conditions. Department Physical Medicine well 
staffed, policies attractive. Apply Superin- 
neem, Toledo Society for Crippled Children, Toledo, 
Ohio. 


personnel 


WANTED: QUALIFIED PHYSICAI 


700-bed, modern, general hospital 


THERAPISTS, 
Treatment program 
includes general work, large Polio program and Crippled 
Children salary based on step-plan: 3-weeks’ 
vacation, holidays and sick leave benefits. Retirement 
plan. Apply Fresno County Civil Service Office, Court 
House Annex, Fresno, Calif 


PHYSICAL THERAPIST for well equipped outpatient 
center established 1950, offering nursery school, speech, 
occupational and physical therapy to cerebral palsied 
children. Salary dependent upon experience. Regular 
increments. Five-day week, four-week summer vacation. 
nine-day Christmas holiday. Employees covered by Social 
Security. To replace therapist leaving in July but can 
hire immediately if available. Write Miss Virginia Pettit, 
Director, United Cerebral Palsy of Cincinnati, 3601 
Victory Parkway, Cincinnati 29, Ohio 


Good 


PHYSICAL THERAPIST, female, full time, beginning 
September 1955; midwestern college student health serv- 
ice, 5.500 students; 40-hr. week. Paid vacation. Good 
equipment. Pleasant working conditions. Address replies 
to Box 19 care of the Physical Therapy Review, 1790 
Broadway, New York 19, N. Y 


QUALIFIED PHYSICAL THERAPIST needed immedi- 
ately for well equipped & established physical therapy 
department. Excellent working conditions, salary de- 
pendent upon qualifications. Apply to C. H. Vance, 150 
FE. Broad St., Suite 602, Columbus 15, Ohio. 


WANTED: A QUALIFIED STAFF physical therapist, 
female, for well equipped department in a modern 275- 
bed general hospital with outpatient service; paid vaca- 
tion; sick leave; 6 holidays; salary open. Apply Robert 
M. Murphy, Administrator, Lima Memorial Hospital, 
Linden and Mobel Streets, Lima, Ohio. 


PHYSICAL THERAPIST for fifty-bed hospital and 
clinic of nine doctors. Adequate remuneration and time 
off. Southwest Oklahoma. Address repiies to Box 30, 
care of the Physical Therapy Review, 1790 Broadway, 


New York 19, N. 


IMMEDIATE OPENING FOR STAFF PHYSICAL 
THERAPIST (male or female) to assist in well 
equipped and expanding physical therapy department. 
Excellent medical supervision. Good salary and liberal 
personnel policies. Contact Miss Jeanne Burkle, Per- 
sonnel Director, Butterworth Hospital, Grand Rapids 3, 
Michigan. 


PHYSICAL THERAPISTS—immediate appointment in 
new modern clinic in 4000-bed mental hospital. Annual 
salary increases; 3 weeks’ paid vacation, sick leave, and 
other benefits under Calif. civil service. Graduation 
from recognized physical therapy school required. For 
details, wire or write Supt., Patton State Hospital, 
Patton, Calif. 


suburban 
Salary de- 


WANTED: PHYSICAL THERAPIST for 
Philadelphia public health nursing agency. 
pendent upon experience. Social Security, retirement, 
W-hr., 5-day week. Liberal personnel policies. Position 
open now. Apply Executive Director, Community Nurs 
ing Service, Delaware County, 60 S. Lansdowne Avenue, 
Lansdowne, Pa. 


PHYSICAL THERAPIST for modern hospital located 
on Chicago’s North Shore lake front. Rapidly expand- 
ing newly equipped department. Excellent working 
environment, salary and benefits. Apnly Personnel Direc 
tor, Weiss Memorial Hospital, 4646 Marine Dr., Chicago 
Tl. 


IMMEDIATE PLACEMENT for qualified phys*cal 
therapist in 500-bed hospital, treating polio, orthopedic, 
neurological, hemiplegic, and spinal cord lesion cases. 
Hospital is affiliated with Western Reserve University. 
Full time physiatrist in charge of department. Five 
day week with paid vacation and liberal sick leave. 
Rehabilitation Department has, at present, a staff of 
thirty-two. Ideal living quarters; laundry furnished. 
Please reply to Mrs. Beth Fowles, Highland View Hos- 
pital, Harvard Road, Cleveland 22, Ohio. 
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Classified WANT-ADS 


POSITION: Physical therapist for new cerebral aoe 
center. If person has had sufficient experience, direc- 
torship will be open also. Apply to Mrs. Thomas Owen, 
Amarillo Cerebral Palsy Center, Amarillo, Texas. 


PHYSICAL THERAPIST WANTED for 400-bed general 
hospital in Spartanburg, South Carolina. Paid vacation, 
sick leave, work in an attractive department; male pre- 
ferred. Contact James L. Rogers, Administrator, Spartan- 
burg General Hospital, Spartanburg, S. C. 


FULL TIME POSITION as physical therapist is open 
at a new and modern county hospital. Forty-hr wk., 
vac., pension plan, 30-da sk. lv., 7 pd holidays. No work 
Sat. or Sun. Under supervision of Diplomate. Apply 
Berks Heim, Box 1495, Reading, Pa. 


Physical Therapist for staff POSITION NOW OPEN 
at Rest Haven, Inc., convalescent and rehabilitation 
hospital. Liberal salary, five-day, thirty-seven and one- 
half hour week, three weeks’ vacation, paid sick leave 
and optional maintenance. For information, contact: 
Mrs. Eunice Howard, 1409 S. California Ave., Chicago 
8, Ill. 


QUALIFIED PHYSICAL THERAPIST needed for sta‘ 
position in children’s orthopedic hospital. State regi. 
tration required. Good salary, maintenance optional; 
15 days’ vacation; 15 days’ sick leave, 40-hour week. 
Contact Dr. W. L. Minear, Chief Surgeon, Carrie Tingley 
Hospital for Crippled Children, Truth or Consequences, 
New Mexico. 


IOWA METHODIST HOSPITAL, Des Moines, Iowa, 
needs qualified physical therapist. Hospital has 400 
beds, including 100-bed Raymond Blank Memorial for 
Children. Postpolio cases and in- and outpatient work. 
Competent professional staff and assistants, excellent 
working relationships. Apply: Bruce D. Root, Person- 
nel, Director. 


IMMEDIATE OPENING for physical therapist to de- 
velop newly established home service program. Case 
load primarily acute postoperative cases. Liberal per- 
sonnel policies. Salary open. Write or phone collect. 
G. Margaret Gleave, Exec. Director, the CURATIVE 
WORKSHOP of Racine, 2335 Northwestern Ave., 
Racine, Wisconsin. Phone 2-4439. 


IMMEDIATE PLACEMENT for qualified therapists in 
140-bed rehabilitation center of all age levels; treating 
postacute and convalescent polio; orthopedic, neuro- 
muscular and musculoskeletal disorders. Good oppor- 
tunity for initiative. Congenial working conditions with 
cooperative staff. Excellent facilities; therapeutic indoor 
and outdoor pools. P.f. and O.T. Clinical training 
center gives opportunity for teaching and supervision to 
those interested. Also, for Assistant Chief to help plan 
and build program for Graduate School Department 
medically supervised by American Board Physiatrist. 
Five-day week with paid vacation. Laundry furnished. 
Write: Medical Director, Dr. Odon F. von Werssowetz, 
Warm Springs Foundation, Gonzales, Texas. 


PHYSICAL THERAPIST, staff position, 600-ved gen- 
eral hospital. Vacation, sick leave and social security 
benefits. Position available in August. Apply: Person- 
nel Director, Harper Hospital, Detroit, Michigan. 


WANTED: QUALIFIED PHYSICAL THERAPIST for 
treating orthopedic patients, work divided between 
orthopedic clinic and hospital. Polio center for south- 
west Okla., salary dependent on experience, 40-hour 
week. Contact: Dr. C. S. Graybill, 1202 Arlington, 
Lawton, Oklahoma. 


WANTED IMMEDIATELY: QUALIFIED FEMALE 
physical therapist. General hospital clinic with outpa- 
tient service. No cerebral palsy or polio cases; 5-day, 
40-hr. week. Holiday, sick leave, and vacation privileges 
Quarters optional, laundry furnished. Good beginning 
salary, annual increases. Write to: Miss Mary Mason, 
Physical Therapy Dept., The Johns Hopkins Hospital, 
601 N. Broadway, Baltimore 5, Maryland. 


WORK IN SOUTHERN CALIFORNIA, Physical thera- 
pists needed at Rancho Los Amigos Respiratory Center 
for Poliomyelitis, West Coast center for post polio care, 
and general medical and rehabilitative activities at this 
hospital. New building and most modern equipment 
available. All aspects of rehabilitation including pool 
therapy for polio patients. Inservice training program 
under the direction of an instructor of physical therapy. 
Permanent employment with Civil Service rights includ- 
ing paid vacation, sick benefits, holidays, and retirement 
benefits. Write: Personnel Director, Rancho Los Amigos, 
Hondo, California. 


Classified WANT-ADS 


TES 

The rate per insertion is 75c per line. Typewrite 
your advertisement carefully and count 50 charac- 
ters and spaces per line. 

ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 

Closing date for copy and cancellations is two 
months preceding publication date. 

Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 


Address replies to ....... . care of 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. ¥. 


IMPORTANT 
It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication. 
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Preserve Your Copies of the 


PHYSICAL THERAPY REVIEW 


Jesse Jon 25 


Volume Designed to hold up to 12 issues of the Review, the 

FILE volume file is dark green, trimmed in maroon and 

lettered in 16-carat gold. Sturdy and attractive for desk 

DUST PROOF or library shelf. Current issues are protected yet readily 
HOLDER accessible. Order direct. 


$2.50 Each 
3 for $7.00 


Jesse Jones Box Corp. 


P.O. Box 5120, Philadelphia 41, Pa. 


6 for $13.00 


’ Send me files for the 
Reasonably Priced PHYSICAL THERAPY REVIEW 
Carefully Packed Enclosed 8 
Sent Postpaid 
Name 
Satisfaction 
Street 
Guaranteed or 
Money Refunded City Zone State 


AMERICAN PHYSICAL THERAPY ASSOCIATION 
Thirty-Second Annual Conference 


ST. LOUIS, MISSOURI, JUNE 19-25, 1955 
Municipal Opera Mail Order Blank 
A self-addressed stamped envelope must be enclosed for ticket mailing 


Name (Print) 
Street Address 
City Zone 
State 
Enclosed please find a check in the amount of $ 


covering 


reserved seats at $1.75 each for the Monday night performance, 
( number ) 


June 20, 1955, Wonderful Town. 
Return Order Blank to: GROUP ORDER DEPARTMENT 


Municipal Opera 
1876 Arcade Building 
St. Louis 1, Missouri 
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NEW THERAPEUTIC EQUIPMENT 


TILT TABLES 


The new Franklin Tilt-Table represents months 
of research and consultation with authorities — 
in the fields of occupational and physical 
therapy. It is a comfortable, ruggedly-buili, 
easily mobile table that conforms to profes- 
sional requirements, including minimum han- 
dling of the patient. Simple in design, yet 
it will accommodate almost every type of 
auxiliary equipment currently in use. It is 
truly an all-purpose table. 

Features — Table has rounded corners and all 


wood edges are protected by a stainless steel 
moulding. 


Height and mobility of table permit easy trans- 
fer of patient to or from bed when necessary. 


Square side rails provide firm anchorage for 
auxiliary equipment, also for leg and abdominal 
supporting straps. 

Crutch type supports, adjustable for height and 
body width, have square shanks to prevent rota- 
tion. 


Write for descriptive literature. 


Model T-100 


ARM SLING SUSPENSIONS 


Franklin Arm Sling Suspensions are designed to permit a wide 
range of exercises and to support a patient's arms at a 
standing table, in a wheel chair, or a straight chair. The 
apparatus — base, standards and arms — weighs approxi- 
mately 50 pounds yet moves easily on four ball rollers which 
are locked and unlocked by a toe-touch lever. Each adjust- 
able arm has six annular notches to hold sling straps in the 
prescribed position. Suspensions are sold without slings. 
Slings can be furnished to your specifications. Write for com- 
plete details. 


PARALLEL BARS 


Available in child's and adult 
sizes for floor or sub-floor mount- 
ing. Height is adjustable in 1- 
inch steps from 17 to 28 inches for children; 28 to 45 inches for 
adults. Hand rails are stainless steel; bases are steel tubing in black 
or gray wrinkle finish. 


FRANKLIN HOSPITAL EQUIPMENT COMPANY 


120 ACADEMY STREET e MArket 2-5187 ° NEWARK 2, N. J. 
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the most widely used Diathermy—now better than ever 


INTRODUCING 
NEW 1955 
RAYTHEON 
MICROTHERM’ 


new... Functional design in a trim, sleek 
cabinet with streamlined operating panel. 


new. ..Safety monitors that prolong life 
of parts: automatic shut-offs protect equip- 
ment, prevent errors. 


new... Warranty of two full years on all 


parts—a guarantee of reliable quality and 
craftsmanship throughout. 


and... 
just in time to serve the broadening range 


of new Raytheon Microtherm applications 
now being reported in professional papers. 


Ask your medical equipment deaie1 
to demonstrate the new Raytheon 


Microtherm, Model CMD-10 
Excellence in Electronics 


RAYTHEON MANUFACTURING COMPANY 


Microwave and Power Tube Operations, Waltham 54, Massachusetts 
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